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TISSUE-RESISTANCE & DISEASE 


it may be argued that many 
of the crimes charged to focal infection 
and auto-sepsis have not been satisfactorily 
brought home to these causes, it can hardly 
be denied that parasitic organisms thrive in 
areas of lowered tissue-resistance, or that the 
course of every disease is favourably influenced 
by the cleaning-up of all possible sources of 
blood-contamination. 


A wholesome activity of, the eliminatory 
functions is helpful in nearly every illness; 
and it is as one of the most pleasant and 
effective—as well as the most harmless—of 


painless eliminants that Eno’s “ Fruit Salt ” 
has, for sixty years, won increasing respect 
from the medical profession and from dis- 
criminating laymen alike. 

Eno’s “ Fruit Salt has the merit of stimu- 
lating peristalsis purely by increasing the 
water content of the bowel, thus effectively 
removing waste and hzrmful products by 
the agent normally eniployed by Nature. 
“Fruit Salt’ is moreover exceptional among 
saline aperients for its physical texture; its 
prompt and uniform solubility, and for the 
fact thaf it contains no sugar, flavouring 
agents, or sulphates of magnesia of soda. 


Doctor's Emergency Reminder.” 


The Proprietors of Eno’s “ Fruit Salt” will deem it a privilege to send to any member 
of the Medical Profession a copy of the latest addition to their series of ‘ Medical 
Reminders ”—with or without a bottle of their preparation (Handy or Household size 
as required). ‘* The Doctor’s Emergency Reminder ”’ summarises briefly a few points in 


i connection with the treatment of poisoning and various other emergency cases. It is 
bound in black morocco limp to conform to the style of the previous publications in 
this series. 
J. C. ENO LTD., 160, PICCADILLY, LONDON, W.l 
ISSUED WEEKLY] [COPYRIGHT] [REGISTERED AS A NEWSPAPER 
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Post-Graduate Kecture 
ON 


THE TREATMENT OF CANCER OF THLE RECTUM 
WITH RADIUM. 


at St. Marx’s Hospitan 


BY 
§m CHARLES GORDON-WATSON, K.B.E., C.M.G., 
F.R.CS., 


SURGEON TO ST. BARTHOLOMEW’S HOSPITAL AND TO ST. MARK’S 
HOSPITAL FOR DISEASES OF THE RECTUM. 


RapiumM Surcery. 

Tue publicity that has been given to radium treatment by 
the recent cancer conference has resulted. in a sudden 
awakening. on the part of the public and the profession 
to the work that has been done and is going on quietly 
in a scicntific spirit of research. There is some danger 
that a sudden wave of enthusiasm may result in the 
indiscriminate distribution and use of a dangerous 
surgical weepon if supplied to and employed by workers 
who have not studied the subject and are not able to 
employ it on a research basis. There is at present no 
general agreement or standardization as to dosage or 
methods of application. Distant therapy ‘with a larger 
yolume of radium has barely commenced in this country, 
and the supply of radium has not at the present time 
allowed a great many workers to try out the com- 
arative merits of emanation seeds and radium needles. 
Tn short, there is some danger that the treatment of 
cancer with radium may be dragged from the nursery 
before its time. 


Raprum Cancer or tHE Rectum. 

Progress in the results of operative treatment of cancer 
of the rectum has been so great in the last ten years 
that we cen now speak confidently of a probable cure in 
an early case when the patient is a good subject for opera- 
tion. Unfortunately the great majority of cases reach the 
surgeon when the operable stage is past. 

For many years attempts have been made to cure such 
cases by radiation, either by deep x-ray therapy or by the 
insertion of a tube containing some 50 mg. of radium into 
the lumen of the growth. In sporadic instances growths 
have been destroyed on these lines. As far back as 1910 I 
was associated with a case which was cured in this way 
by Dr. Finzi, and the patient remained free from rectal 
trouble until his death some ten years later from another 
cause. Such a result as this was found to be quite excep- 
tional. In many instances severe burns resulted and the 
sufferings of the patients were increased rather than 
relieved. 

Early in 1925 I visited the clinic of Dr. Neumann in 
Brussels and was much impressed with his results in the 
treatment of carcinoma of the rectum by needling the 
growth after free exposure from behind, and I at once 
set to work to follow his technique. In November, 1927, 
I reported my results of needling by open operation to the 
Sub-Section of Proctology at the Royal Society of Medi- 
cine, and gave an analysis of the first fifteen cases. I 
was abic to show that both operable and inoperable 
growths can in some instances be destroyed completely 
and without risks of radium burns, and that the patients 
can be restored to apparent sound health provided that 
they submit to colostomy. I showed two cases of apparent 
cure up to date. Since that time I have gained further 
experience by the open operation from the perineum, 
having treated over thirty cases by this method, with 
some very encouraging results. 

More recently I have embarked on intra-abdominal 
treatment of high rectal growths, and I have treated a 
series of cases by implantation of radium needles and also 
platinum or gold filtered radon seeds both into the growth 
and into the areas of lymphatic spread in the meso-rectum 
and meso-sigmoid. After the introduction of radium, 
colostomy is performed, but the bowel is not usually opened 
until the needles are removed a week later. When seeds 
are used they are not removed, and the colostomy can be 
opened at any time, 


colostomy, 


_In some instances I have irradiated growths both from 
above and, later on, from below at a second operation, 
employing seeds screened with 0.5 mm. platinum either 
through the skin of the perineum directed by a finger in 
the rectum or through the lumen of the bowel, and also 
per vaginam. 

In the more recent cases of low growths submitted to 


the open operation from the perineum I have attacked the 


glandular areas from the abdomen at the time of the 
using seeds when. available, and otherwise 
needles. In one instance of a small growth I inserted 
seeds directly into a low-lying growth without performing 


colostomy, and secured complete regression of the tumour. 


All but one of the open perineal operations have been 
submitted to colostomy, and in only one case treated by the 


_ abdominal route has colostomy been avoided. This patient 


was shown quite recently at the Royal Society of Medicine, 
and the notes of the case are worthy of record. The 
following is the history of the case. 

A postman, aged 44, was admitted with an annular growth at 
the junction of the pelvic and perineal portions of the rectum, 
which was fixed to the base’ of the bladder and to the sacrum. 
The abdomen was opened and the growth barraged with nine 
needles containing a total of 20.5 mg. left in position for 115 
hours (2,357 mg. hours). The pelvic colon was fixed outside the 
abdomen ‘in preparation for colostomy. The patient, however, 
with the help of a liberal supply of paraffin, continued to 
evacuate his motions with comfort per anum after the radium was 
removed, so that the opening of the colostomy was postponed, 
and in the end was never carried out. 

The patient returned to work soon after discharge from hos- 
pital and has remained in uninterrupted good health since (for 
over a year). ~ peared shows a narrowed lumen but no 
evidence of growth, 


The Perineal Operation. 

The technique of the perineal operation consists, in brief, 
of removal of the coccyx, division of the raphé at the 
junction of the levatores ani, and free exposure of the 
ampulla of the rectum. The lines of lymphatic spread 
along the superior, middle, and inferior haemorrhoidal 
arteries are barraged, and subsequently the growth is uns 
formly néedled, so that all parts of the growth receive as 
far as possible uniform radiation of not less than 1 mg. per 
c.cm. In the female the anterior portion of the growth is 
barraged through the posterior vaginal wall. The time 
factor is usually ten days, and from 30 to 60 mg. of radium 
are employed according to the size of the growth. The 
wound is packed with flavine gauze and kept moist by the 
Carrel-Dakin method, the skin wound being temporarily 
closed until the radium is removed. The wound is slow to 
heal, and usually takes about six weeks to close. Reaction 
is usually slight, but occasionally in feeble individuals a 
heavy irradiation is followed by extreme weakness, loss of 
appetite, and vomiting—symptoms which soon subside after 
removal of the radium. 

In advanced cases very little change can be noted in the 
size of the growth under six to eight weeks, and the most 
marked changes occur in the third and fourth months, but 
usually after a short period of increased secretion of mucus 
the local symptoms are relieved and haemorrhage and 
tenesmus are checked. The most striking feature in these 
cases is that as soon as the immediate effects of the opera- 
tion and radiation have passed off the general condition of 
the patient improves rapidly, and even when no marked 
diminution can be noted in the size of the growth the 
patient recognizes that his condition has improved 
enormously. 

In some cases when the perineal barrage has failed to 
act on afl portions of the growth I have used a 50-mg. 
heavily screened platinum tube in the lumen of the rectum 
as a supplement to needling. . This has been inserted into 
a slot cut in a solid lead rod enclosed in rubber tubing so 
that its action is limited to the area requiring treatment, 
and other portions of the lumen are pfotected.. 


Irradiation Prior to Operation. 

There can be no doubt that in some instances an inoper- 
able case can be rendered operable by the preliminary use 
of radium. In May, 1926, I used radium for a growth of 
the anterior half of the rectum which was adherent to the 
uterus and had perforated into the vagina. In February, 
1927, the perforation had closed, the growth was much 
reduced in size and was no longer fixed to the uterus, and 
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the general condition of the patient had improved ‘enor- 
mously. In March, 1927, I excised the rectum, and the 
patient is alive and well to-day. 


Fic. 1.—Shows the method of irradiation of both glands and 
growth from behind. s.H., Superior haemorrhoidal; M.H., middle ; 
1.H., inferior; L.A., levator ani. 

Tn several instances I have inserted radium per abdomen 
at the time of colostomy to attack the glandular areas 
prior to perineal excision for an operable growth. 


Radium for Recurrence. 

In the past a local recurrence of carcinoma following 
excision of the rectum has seldom been amenable to success- 
ful surgery. In some instances favourable response to deep 
gz rays has been noted, but these results have been of a 
temporary nature. I have been able to treat a few of 
these patients quite effectively with needles combined with 
external radiation on Columbia paste. No patient has 
been under observation long enough to express an opinion 
as to cure, but results so far have been much more 
encouraging than could have been anticipated. 


Tue RELATIVE VALUES OF SURGERY AND IRRADIATION. 

I do not think that any of us who are in the habit of 
operating on cancer of the rectum have any doubt in our 
minds that we can cure ¢ancer of the rectum in the early 
stages (except in the very young) by means of surgery, 
provided that the patient will submit to colostomy and can 
survive the radical operation. If early diagnosis was the 
rule instead of the exception the surgical results of radical 
cure would stand comparison with those of cancer in any 
other region of the body. The reason for this confidence is 
that, save in exceptional circumstances—for example, in 
very young subjects—glandular and visceral metastasis 
occurs late in the disease. 

Radical surgery for cancer of the rectum may be 
criticized on the score of mutilation in that a colostomy 
is essential and a reproach to surgery. . Although T do not 
regard a well-managed colostomy as a great handicap in 
life—and I can produce many professional and_ business 


support this view—I do feel that when we see what can be 
done with the tongue, for example, we ought to explore the 
field of radium to the utmost in an endeavour to supplant 
radical surgery. 

I have on many occasions expressed my views as to 
ideal surgical treatment of rectal cancer, and I still hold 
that colostomy followed by the modern perineal excision 
is the best procedure for all mobile growths in the rectuy 
preper, reserving the abdomino-perineal operation for 
growths at or above the recto-sigmoidal angle. 

The time may come—it may even be within measurable 
reach—when we shall have such certain control of the 
action of radium that we shall be able to say, as it can at 
the present time, I believe, be said of many cancers of the 
tongue and cervix: ‘‘ This case, though suitable for q 
radical surgical operation, can be cured with greater 
certainty, with less risk, and—greatest boon of all, if it 
comes—without any permanent disability, with radium,” 

Until we are in a position to measure the action of 
radium with some accuracy, to be able to say with con. 
fidence that a given dose of radium administered in a given 
way for a given time will produce a certain result, we 
I tliink, in duty bound to advise radical surgery, mutilating 
though it is, in preference to radium for the operable case, 
Where, however, as sometimes happens, the growth ig 
operable, but the patient is considered unsuitable for 
radical surgery on other grounds, then I believe radium 
holds out great prospects of cure, and should always be 
employed when available. 


tion may be so regulated as to offer as high a percentage 
of cures, in early cases, as by operation and with less risk, 
and in a certain number without the inconvenience of 
colostomy. For the inoperable case, provided that there is 
no sécondary perirectal sepsis, invasion of the bladder, 
or metastasis in the liver, radium should certainly be 
recommended. 

In recent vears experience with radium in the treatment 
of carcinoma of the tongue has produced such remarkable 


Fic. 2.—Shows needles employed from behind and per vaginam. 


some time past ceased to excise the tongue. 
the cervix uteri stands on the sdme footing, and, judging 


men, whe follow their avocations with little hindrance, to 


the treatment of cancer of the breast, it will not be long 


lt is quite possibie that in the near future rectal irradia. 


results that those who practise radium therapy have for 
Carcinoma of ' 


by the results which are now being obtained with radium in’ 
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before those surgeons who have access to, and experience 
with, radium will ceaso to amputate the breast. I hope to 
see the time when the same can be said of excision of the 


‘rectum. 


' When passing in review .the results of my work with 


‘radium during the last four years I do not doubt that, with 
increasing experience, we shall be able to cure vear by year 
‘g higher percentage of inoperable cases, and I am satisfied 
that with judicious selection of cases we can assist those 
‘who have passed beyond the hope of cure by alleviating 
their symptoms and prolonging their lives. 


CONSTRUCTIVE EPIDEMIOLOGY. 


BY 
Sm RONALD ROSS, K.C.B., K.C.M.G., F.B.S., 


DIRECTOR-IN-CHIEF, ROSS INSTITUTE AND HOSPITAL FOR TROPICAL 
DISEASES, PUTNEY HEATH, S.W. 


Tue services of medical men, pathologists, and parasito- 
logists are required for investigating the nature of any 
disease, whether it occurs in isolated cases or in epidemics; 
but mathematicians are needed to examine the cause and 
progress of the latter—just as any skilled observers may 
trace the path of a planet, but careful mathematical com- 
putations must be made into the forces concerned in its 
movement. Such computations may be either deductive 
(a posteriori), or constructive (@ priori). By the former 
we seck to deduce the laws from the observed facts; in 
the latter we assume what we suppose are the laws, and 
then try te verify them by inquiring whether they explain 
all the facts. 

Twelve years ago the Royal Society published a paper 
by me on the a@ priori analysis of ‘‘ happenings ”’ including 
epidemics,’ and gave me a grant to enable me to acquire 
the valuable help of Miss Hilda P. Hudson, with whom 
I continued the paper to a second and third part; but 
though tho paper received the attention of such dis- 
tinguished mathematical students as M. Greenwood® and 
A. J. Lotka,* ™* 1 few medical writers appear to have 
noticed it, and some recent books on epidemiology do not 
mention it. Yet Greenwood said of it when the first part 
was published : 

“Modern researches fall into two classes. On the one hand 
those directly or indirectly inspired by the epoch-making dis- 
coveries of Professor Karl Pearson in the theory of mathematical 
statistics; on the other, the independent investigations of Sir 
Ronald Ross.” 

I should therefore like an opportunity to recall the 
attention of the profession to a subject which I hope will 
ultimately be of considerable service to it. 

First, I should say that in 1904 I read a paper at the 
St. Louis Congress in America on the cognate subject of 
the random-scatter of individuals, such as men or mos- 
quitos or any other living creatures issuing from a centro 
outwards in all possible directions. . Not being a 
mathematician I could not solve the problem accurately ; 
but I ascertained that most of the individuals would 
probably die fairly close to the point from which they 
started (British Medical Journal, May 13th, 1906). The 
problem was afterwards taken up and accurately solved 
by Pearson and Blakeman.? 

A few years later, when writing a report on malaria in 
Mauritius for the Government of that colony,® at a time 
when few people understood the mosquito theory regarding 
the carriage of that or of other diseases, I thought it advis- 
able to indicate mathematically how such discases might 
increase or diminish with changes in the local numbers 
of the insects, however caused. My demonstration was 
rhetorical rather than rigid (Sections 11, 12, and 13), and 
was made on the theoretical assumptions that those 
numbers remain constant for the period under survey, and 
that every person concerned receives about the same 
number of mosquito bites in a month. Then, if the 
number of bites is large enough, the proportion of infected 
persons in a locality will rise; if it is small enough, the 
number of infected persons will fall; but if it stands at 
a certain figure, the total number of infected _ persons 
should also remain fixed, I--called this fixed condition 
“static malaria,’2 


By assuming. certain constants (which liave never been 
properly investigated) I calculated that the proportion of 
infected persons to the whole population of a locality 
should remain fixed if the proportion of carrying Anopheles 


40 
to each person is about meee during one month, where m 


is the proportion of infected persons to the whole popula- 
tion at the beginning of the inquiry. hus if m is very 
small to begin with, the number of .Anopheles may still 


-be up to about 40 per head of the human population 


during one month without any change taking place. That 
is, a locality should probably remain almost free of 
malaria, although there are as many as 40 mosquitos of 
a suitable malaria-carrying kind during one month to each 
human individual in the locality. If: the number of 
Anopheles rises over about 40 to each human being in the 
area under consideration, and if there are by chance any 
suitable cases of malaria at all in the area, introduced by 
immigration or in transit, then the number of local cases 
is likely to begin to increase until it reaches a fixed limit 
depending on the average number of mosquitos per human 
being. We can form a rough estimate of that fixed limit 
(if my assumed constants are nearly right) by obtaining 
the value of m from the equation above—namely, 


40 
= 
that is, from os 
40 
m= 1 
a 


where a denotes the number of Anopheles to each person 
in the locality during one month. Thus if a=40, m=0, 
as already stated; but if a=:60, m will probably rise to a 
limit of 1/3—meaning that one-third of the whole popula- 
tion will ultimately become infected with malaria if the 
number of Anopheles keeps at that figure, other conditions 
remaining the same. If a=80, half the entire population 
will probably become infected in time; and if a becomes 
very large, m will nearly equal unity—that is, almost the 
entire population—as often happens. Of course, m is not 
supposed to be capable of having negative values, which 
would be meaningless. ra 

The principal point indicated by this calculation is that 
a comparatively small rise in the number of Anopheles 
per man, as the rise from 40 to 60 during one whole 
month, might nevertheless suffice to send up the malaria 
rate in a locality from zero to about one-third of the 
whole human population; which would amount to a serious . 
outbreak. A rise from 40 to 80 Anopheles per man per 
month should ultimately increase the malaria rate from 
zero to half the population—which would constitute a 
grave epidemic. Yet such variations in the numbers of 
one kind of mosquito (only) would probably pass quite un- 
noticed even by educated residents, and also might possibly 
be masked by an abundance of other kinds which have 
nothing to do with malaria. It would be difficult or im- 
possible to establish or even to estimate by observation 
alone any such a law of correlation between the number 
of the cases and the number of the carriers concerned. 

It may be asked how exactly I computed the number 
40 mentioned in the equations given above. It is a con- 
venient integer representing the decimal fraction 39.61, 
which equals 4x4x4x3x0.2063. I conjectured that not 
more than a quarter of any mosquitos present succeed in 
biting human beings (about half the number of mosquitos 
are males, which do not bite at all). Only a quarter of these 
will succeed in biting a second time, as required by the 
law of mosquito transmission. Only about one-third will 
live long enough (about one week) to mature the malaria 
parasites within them; and only about a quarter of tho 
human cases of malaria will contain the sexual forms of 
the parasites required for mosquito transmission, at any 
given moment when a mosquito happens to bite, The 
fraction 0.2063 was, I calculated, the preportion of human 
cases of malaria which remain infected for a month when 
half tho cases recover every quarter, 

These figures may be inaccurate, and probably are so; 
but the main object of the inquiry is, not to calculate the 
exact point at which static malaria commences, but to 
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show that there must be some such point when the new 
eases exactly balance the recoveries. 

Of course, in practice, the number of Anopheles and of 
the bites given by them are sure to vary with rainfall 
and temperature—that is, with season; but this must be 
understood to be the case; and the simple equations given 
do not pretend to contain any more than a first approxima- 
tion towards the facts. The mathematical method pos- 
sesses the advantage of ‘showing, not only .the elements 
which contribute to a result, but also how and how much 
each element does so—a thing which can seldom be ex- 
pressed in words alone without much circumlocution. 

This work, first given in my report on the prevention 
of malaria in Mauritius,’ was repeated and improved in 
Sections 26, 27, 28 (pp. 151-164) of my book**. The 
former was examined mathematically by H. Waite 
(Biometrica, vol. vii, No. 4, October, 1910); but his 
argument contained a flaw which I pointed out to Professor 
Karl Pearson, though Waite endorsed my work. Section 
28 of my book just mentioned leads to a problem of 
repeated operations (iteration), but 1 did not solve it until 
1918 (see my paper’®). 

A second edition of my book was required early in 1911, 
and 1 determined to add a fuller treatment of this mathe- 
matical study in a final addendum to the work. This 
constituted Section 66 of the second edition. This section 
consists of thirty-five pages, which contain nineteen sub- 
headings and fourteen sub-subheadings. It continued the 
theme much more exactly, and referred not only to malaria 
but to similar happenings. The section was called ‘‘ Theory 
of Happenings.’”’ The problem before me was as follows: 
Suppose that some kind of event happens in every unit of 
time to a given proportion of a population, while at the same 
time the same population is undergoing constant changes 
due to births, deaths, immigration, and emigration, at one 
rate for the affected and at another rate for the unaffected, 
what will be the numbers of the affected and the unaffected 
portions of the population respectively at the end of the 
period considered? Also, suppose that some of the affected 
portion are constantly reverting in unit of time, then 
again what will be the numbers of the affected and the 
unaffected groups at the end of a given period covering 
t units of time? 

These problems led to two simultaneous equations in the 
finite calculus. The equations were solved and integrated 
by that calculus, and the solutions were examined in detail. 
As well known, the finite calculus possesses the advantage 
that the unit of time taken may be large or small. When 
it is infinitesimal the finite calculus merges into the 
infinitesimal calculus, as shown in subsection (7, ii) and the 
following paragraphs. I also dealt with happenings that 
were repeated in the same individuals, and went on to 
examine metaxenous (or heteroxenous) diseases—that is, 
diseases which are common to two kinds of hosts. The 
rest of the paper deals with many details, and confirms my 
previous quantitative studies of malaria in the same book, 
and also gives some calculated constants; then it goes on 
to deal with the infinitesimal treatment of the subject. 
The integrations were obtained and are given; but of course 
I should like to have dealt with the theme even more 
copiously than I have done. Unfortunately the paper con- 
tains many misprints and omissions, and the author himself 
finds considerable difficulty in understanding parts of it.* 

Some years later I thought it advisable to submit the 
same investigation to the Royal Society in the form of the 
infinitesimal calculus only. Not being so hard pressed for 
time, I was able to develop the subject considerably, and 
to introduce a special section for the kind of happenings 
which are connected especially with infectious diseases— 
namely, happenings which do not fall at a constant rate, 

on a population, but one in which every infected person 
tends to infect a given number of healthy persons in his 
turn. What would be the respective numbers of the 
affected and the unaffected groups of the population in 
this case? Here also I was able to solve and to integrate 
the differential equations in twenty-six pages containing 
seven subheadings and twenty-five sub-subheadings; but of 
course both papers require some mathematical knowledge. 


* We are preparing corrected “ pulls’ of Section 66, and will be glad 
to supply copies on application, 


The Royal Society published the paper’ in full, and wags. 


also kind enough to suggest Dr. Hilda P. Hudson as ay 
expert mathematician to help me. Next year we brought 


out two succeeding parts of the same paper® containing - 


twenty-eight pages, six subheadings, and twenty sub- 
subheadings. Errata for Part I are corrected at the 
beginning of Part II. 

All the equations must of course be examined from many 


points of view, and, though we could not consider different. 


diseases in detail, we hoped that our paper would enable 
more precise studies to be made in the future. Unfortu. 
ately Dr. Hudson was called away for war work, and we 
have not touched the subject again until quite recently, 
We are now beginning to consolidate and summarize our 
previous studies and to develop them by means of the 
finite calculus, the infinitesimal calculus, and by the use of 
integral equations. 

I should add that my paper? demonstrated that the sick. 
to-healthy communication of infectious diseases and the 
exhaustion of susceptible persons were enough to explain 
the rise and fall of the characteristic bell-shaped curves of 
most epidemics—a point on which some doubt was being 
thrown at that time. ; 

My bibliography contains references to several works, 


some of which have been examined by Lotka, but all of. 


which | have not read at present. They seem to reach 
their conclusions by dropping various constants, which, of 
course, always renders equations more simple but diminishes 
their general applicability, epidemics of many diseases being 
modified by small factors which are often overlooked. 
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THE 
RELATION BETWEEN RECURRENT ALBUMINURIA, 
CHRONIC NEPHRITIS, AND TOXAEMIA 
OF PREGNANCY. 
BY 
G. F. GIBBERD, M.S.Lonp., F.R.C.S.Enc., 


OBSTETRIC AND GYNAECOLOGICAL REGISTRAR, GUY’S HOSPITAL. 


Tue renal disorders associated with pregnancy have been 
described as ‘‘chronic nephritis,’’ in which the renal disease 
is the primary fault, and ‘* pregnancy toxaemia,’’ in which 


the renal disease is entirely secondary to the toxaemia, and , 


as a rule no overlapping has been allowed between these 
two groups. It has generally been assumed that a patient 
with pregnancy toxaemia recovers her full kidney function 
soon after the toxaemia ceases—that is, at the termina- 
tion of pregnancy, and it follows, therefore, that chronic 
nephritis should not occur as a result of pregnancy 
toxaemia. It has also generally been stated that there is 
no special liability for albuminuria to recur with subsequent 
pregnancies. 


An Application of the Theory of Probabilities to the . 
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The biochemical counterpart of the belief that albuminuria 
ocourring during pregnancy is due either to pre-existing 
renal disease or to an acute toxaemia in a patient with 
previously healthy kidneys is evidenced by the continued 
efforts to find some biochemical test to distinguish the 
“nephritic from the pregnancy toxaemia,’ and of 
yecent years a very large number of such tests have been 

Clinicians are continually faced with the difficulty of 
fitting cases into one or other of these hard-and-fast 
classes, and biochemists have consistently admitted the use- 
jessness of their tests in classifying the borderline cases. 
Is it not possible that the fault lies, not with our clinical 
observations or chemical tests, but with our arbitrary classi- 
feation of all cases into ‘‘ nephritic’’ and ‘ pregnancy 
toxaemia ”’ types—two watertight compartments in which 
no overlapping is allowed? Is it not also possible that the 
belief that ‘“‘ pregnancy toxacmia’’ does not give rise to 
chronic nephritis is also false? Surely we have had suffi- 
cient experience of the completely unsatisfactory position 
to which these beliefs have led us to examine what evidence 
“there may be for changing them, 

First with regard to the question of chronic nephritis 
yesulting from pregnancy toxaemia. Recently several 
observers have published series of cases showing that 
chronic nephritis does sometimes follow as the result of 
an attack of pregnancy toxaemia. Caldwell and Lyle! 
found the incidence to be 8 per cent. after eclampsia. 
Gibson? found definite evidence of chronic nephritis in 
5 out of 14 patients who had had eclampsia some years 
previously ; and of 12 patients who had suffered from 
“pre-eclamptic toxaemia,’’? chronic nephritis was found 
subsequently in 2. In all these patients, Gibson points out, 
there was nothing to suggest any renal disease antedating 
the toxaemia. He qnotes Koblanck, who found that 6.5 per 
cent. of patients had chronic nephritis as a result of 
pregnancy toxaemia. Harris* found 3 out of 27 eclamptics. 
had chronic nephritis when examined one year after 
delivery, and the same observer found that 60 per cent. 
of patients who had _ suffered from ‘“ pre-eclamptic 
toxaemia ’’ showed definite signs of chronic nephritis when 
examined one year afterwards. In none of these cases was 
there any history of renal disease before the pregnancy. 
James Young* has recently given the incidence of chronic 
nephritis as 3 per cent. following eclampsia, and 8 per 
cent, following ‘‘ albuminuria.”’ 

These series are surely of more value than the unsup- 
ported statements that chronic nephritis does not occur, 
and, in spite of the frequency with which such statements 
are made, as far as I am aware there is no published 
series in support of them. It is sometimes argued that 
the patients who showed signs, of chronic nephritis after- 
wards were really suffering from chronic nephritis before 
their pregnancy, but in a series which I published recently® 
care was taken to exclude all cases in which there was any 
suspicion of pre-existing renal disease. In a group of 37 
such patients who had albuminuria with their pregnancy, 
14 per cent. were found to have undoubted signs of chronic 
nephritis when examined at long periods after delivery. 

We must therefore admit the possibility of chronic 
nephritis as a result of pregnancy toxaemia, and it follows 
that because a patient may be found to have chronic 
nephritis after a pregnancy with albuminuria she was not 
necessarily suffering from ‘‘ nephritic’’ as opposed to 
“pregnancy toxaemia’”’ during her pregnancy. She may 
have been suffering from either, or indeed from both. 

The question of the frequency with which albuminuria 
recurs with subsequent pregnancies has also received atten- 
tion of late, and here again we are forced to modify views 
that have held sway for a very long time. 

James Young* has published a series in which 31 per 
cent. recurred, and if macerated foetus, abortion, or acci- 
dental haemorrhage (in the absence of albuminuria) are 
considered as signs of toxaemia, the incidence of recurrence 
in his series reached 44 per cent. More recently the same 
writer has published a larger series with a recurrence rate 
of 57 per cent. Included in such series may be a certain 
number of cases of definite chronic nephritis, which will, 
of course, show a recurrence rate of 100 per cent. In a 
series of 28 cases which I published® recurrent albuminuria 


was noted in 19. In 21 cases there was every reason to 
believe that the patients were perfectly healthy before 
their first pregnancy with albuminuria, and in this group 
12 (57 per cent.) had albuminuria with a subsequent preg- 
nancy. All these patients were free from obvious signs of 
renal disease in the intervals between pregnancies. 

As far as I am aware there are no published series 
in support of the statement so commonly made that 
albuminuria of pregnancy seldom recurs. 

We are therefore justified in modifying two time- 
honoured misconceptions about pregnancy toxaemia. We 
must admit, first, that pregnancy toxaemia sometimes 
causes definite chronic nephritis (probably in something 
like 10 per cent. of cases); and secondly, that of all 
patients who suffer from pregnancy toxaemia and who 
are apparently free from renal disease afterwards, some- 
thing like 50 per cent. have albuminuria with subsequent 
pregnancies. 

If these clinical facts are admitted, we are in a better 
position to consider the difficulty which arises when we 
try to place all cases of albuminuria occurring during 
pregnancy into one of two pathological groups. That these 
two groups—the ‘“nephritic’”? and the ‘“ pregnancy 
toxaemia ’’—exist is very probable, and the evidence for 
regarding the kidney damage in the latter group as 
secondary has been admirably stated and defended by 
James Young. But the difficulty is that we have four 
clinical types and only two pathological groups to contain 
them. 

The four clinical types are as follows: 


1. Patients with chronic nephritis preceding the pregnancy. 
These patients, of course, continue with signs of renal deficiency 
after pregnancy. They form the ‘‘ nephritic’’ group. 

2. Patients presumably healthy before pregnancy who develop 
albuminuria during pregnancy, but in whom all signs and 
symptoms of renal disease disappear after delivery, and do not 
recur with a subsequent pregnancy. 

3. Patients presumably healthy before pregnancy who develop 
albuminuria during pregnancy, and in whom all signs and 
symptoms of renal disease disappear after delivery, but recur 
regularly with subsequent pregnancies. 

4. Patients presumably healthy before pregnancy who develop 
albuminuria during pregnancy, but in whom all the signs and 
symptoms of renal disease persist permanently after delivery. 
(These patients are really members of the second group, who, as 
a result of their first pregnancy toxaemia, develop chronic 
nephritis, and thereafter become members of the first group. 
It is not therefore necessary to introduce a new pathological 
class to explain this group of cases.) 


It is the cases in the third group that cause so much 
difficulty in classification, since although they are 
apparently healthy in the intervals between their preg- 
nancies, yet they fairly consistently show recurrence of 
the albuminuria with every succeeding pregnancy. If these 
cases were rare we might explain their occurrence as the 
result of chance, but when we realize that they form about 
half of all the cases of albuminuria, it is quite obvious 
that something more than chance is operating in favour 
of recurrence. 

There is manifestly some difference between those cases 
in which the albuminuria recurs with succeeding preg- 
nancies, and those in which subsequent pregnancies are 
quite normal]. 

James Young has suggested that this difference is due 
to some unknown factor, some inherent idiosyncrasy to 
pregnancy, in the former group. He suggests that theso 
patients aré really (as opposed to ‘‘ apparently ’’) free 
from all renal defect in the intervals between pregnancies, 
and looks upon every attack of albuminuria with pregnancy 
in such patients as a primary toxaemia. If this is the 
case it is difficult to explain why many of these patients 
do not start this sequence of abnormal pregnancies until 
late in their child-bearing life. If the peculiar fault is 
inborn, one would not expect a series of albuminuric 
pregnancies to be preceded by a series of normal preg- 
nancies im any particular patient. In the series which 
I published® it was pointed out that amongst patients 
with recurrent albuminuria the first abnormal pregnancy 
occurred after one or more normal pregnancies in 40 per 
cent. of cases. In many cases, therefore, we have evidence 


that this tendency to recurrence is not inborn but acquired. 
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What is the nature of this “ predisposition,’’ and how 
is it acquired? 

The first attack of albuminuria, if the patient is pre- 
viously healthy, we must look upon as being due to 
‘* pregnancy toxacmia,’’? regarding the kidney damage as 
purely secondary. If the patient is fortunate this 
secondary kidney damage recovers completely, and the 
patient then embarks on a second pregnancy. For this 
patient to get a second attack of albuminuria she must be 
extremely unlucky (since the chance of a 3 per cent. risk 
of toxaemia sufficiently severe to cause symptoms occurring 
on two occasions is less than one in a thousand). Yet we 
know that half of the women who apparently recover com- 
pletely from their first attack of albuminuria with preg- 
nancy actually do have recurrence. Both these types— 
those who have a recurrence and those who do not—seem 
to start off in the same way, and in their first albuminuria 
are indistinguishable from one another. We have seen 
that the assumption of an inherent idiosyncrasy on the 
part of one patient causes certain difficulties in explaining 
recurrent albuminuria occurring after previous normal 
pregnancies, and, furthermore, since both these types of 
patient are identical in their behaviour during their first 
albuminuria, it is difficult to see that one can have an 
idiosyncrasy that is not shared by the other. 

Is it not better to assume that both these patients are 
previously healthy women—that both have been unfor- 
tunate in striking a 3 per cent. chance of *‘ toxaemia ’’? 
So far they are identical, but beyond this each runs a 
different course. In the one the secondary renal disorder 
recovers completely, leaving the patient free to have a 
perfectly normal pregnancy next time. In the other the 
renal damage does not clear up completely, but persists 
in an amount insufficient to cause symptoms until the 
onset of the next pregnancy. In other words, this acquired 
predisposition to albuminuria is simply a low-grade renal 
insufficiency. The disease is an “‘ occult nephritis,’’ demon- 
strable only by the most delicate test of renal function 
that we possess, and that test is pregnancy. 

Further evidence in support of this standpoint is 
obtained from the following series of cases, which occurred 
in the practice of the Guy’s Hospital Obstetric Depart- 
ment, and [ am indebted to the obstetric surgeons at that 
hospital for permission to publish these figures. 

Fifty-one patients were studied during at least two preg- 
nancies, the fizst being associated with ieee, Of these, 
four were suffering from chronic nephritis before their first 
pregnancy with albuminuria, and will not be considered 
further. 

This leaves 47 patients, all of whom were presumably per- 
fectly healthy before their first attack of albuminuria. They 
were considered healthy on the following grounds: medical 
history, urine examination, cardio-vascular examination, and 
occasionally on the resuits of biochemical tests. No patient 
was considered healthy unless there was positive evidence of 
the absence of albuminuria, and of other signs, at the beginning 
of pregnancy. 

Of these 47 patients, signs and symptoms of chronic nephritis 
persisted for a year or longer after labour in 6 cases—that is. 
definite chronic nephritis developed in 13 per cent. Amongst 
these 6 cases the average time between when the albuminuria 
was first noted and when pregnancy was terminated was nine 
weeks, 

This leaves 41 patients, none of whom showed any signs or 
symptoms of renal disease in the intervals between successive 
pregnancies. They have been divided up as follows : Twenty- 
seven patients in whom the first albuminuric pregnancy was 
terminated either by induction or spontaneously within three 
weeks of the time that albuminuria was first noted ; albuminuria 
recurred with the next pregnancy in 11, giving a recurrence rate 
for this class of 40 per cent. Fourteen patients in whom the 
first albuminuric pregnancy was terminated either by induction 
or spontaneously at some time later than three weeks after 
the albuminuria was first noted ; albuminuria recurred with the 
next pregnancy in 10, giving a recurrence rate for this class 


of 70 per cent. 
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developed frank chronic nephritis, and the deduction is 
that a prolonged toxaemia is more likely to cause per- 
mancnt damage in a previously healthy kidney than is one 
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that lasts only for a short time. This point was also 
brought out in the series which I previously published 
where it was shown that the average duration of the first 
albuminuria was greater in those patients who subsequently 
developed chronic nephritis than in those who did not, 
It has also been noted in a slightly different way by Harrig 
and by James Young. Both these writers noticed 8 
higher incidence of chronic nephritis following albuminurig 
without convulsions than following eclampsia, and both 
accept the explanation that although the *‘ toxaemia ” jg 
cases of eclampsia is very severe, it is often only of rela, 
tively short duration. 

It is by studying the last two classes that we have ay 
insight into the etiology of recurrent albuminuria.  4j 
patients in both these classes were healthy before their 
first albuminuria—all were free from obvious stigmata of 
renal disease between their pregnancies—yet some were 
‘predisposed to albuminuria with subsequent preg. 
nancies, while others were not. The important point 
brought out by these two classes is that it shows that the 
incidence of this ‘* predisposition ’’ is influenced by the 
duration of the first ‘‘ toxaemia.”’ 

In other words, the etiology of the ‘ predisposition ” ty 
recurrent albuminuria is similar to:that of frank chronic 
nephritis in these cases. This is further evidence that the 
predisposition’? is in fact merely another term for 
chronic nephritis. If the predisposition is inherent, or 
inborn, or independent of the first attack of toxaemia, it 
is difficult to see how early induction of labour in a first 
attack can influence the probability of a subsequent attack, 
yet the figures quoted show that this influence is qnite 
definite. 

We can thus regard all first attacks of albuminuria jn 
previously healthy patients as due to a primary toxaemia— 
any renal insufficiency being purely secondary. Of te 
such patients one will suffer such marked kidney damage 
that she will continue to show signs and symptoms of 
chronic nephritis so long as she lives. Of the remaining 
nine patients, all of whom are apparently healthy in the 
intervals between pregnancies, only four have really 
recovered their kidney function completely. These fouw 
subsequently have normal pregnancies. The other five show 
a recurrence of the albuminuria fairly consistently with 
all subsequent pregnancies, because although their kidneys 
are not sufficiently damaged as the result of their first 
toxaemia to show signs in the ordinary way, yet, when put 
to the strain of pregnancy, they show signs of insufficiency. 
They are, in fact, permanently suffering from ‘ occult 
nephritis.” 

As an objection to this view James Young suggests that 
these patients with recurrent albuminuria conform to 
the ‘‘toxaemic’’ type clinically, rather than to the 
‘“‘nephritic ’? type. As far as biochemical observations are 
concerned the same criticism has been used. 

My own experience is that these cases conform accurately 
to neither type; rather have they some things in common 
with both types. Thus in cases of recurrent albuminuria 
it is quite common for the foetus to be macerated and for 
the albuminuria to take a long time to clear up in the 
puerperium, These characteristics are rather suggestive of 
a ‘‘nephritic’’ element. On the other hand, such a patient 
may actually develop eclampsia, which we accept as evidence 
of ** toxaemia.’? The chemical estimations in the blood and 
urine are usually indecisive in such cases. 

We can only explain all this conflicting evidence—clinical, 
etiological, and chemical—by assuming that these patients 
with recurrent albuminuria are really suffering from both 
‘*toxaemic ’’ and “ nephritic’’ albuminuria at the same 
time. The toxaemic element is supplied every time by 
the pregnancy (and this may be a ‘ normal’ pregnancy 
in the sense that there is not sufficient toxaemia to causé 
albuminuria in a patient with healthy kidneys), and the 
‘“‘ nephritic ’? element is supplied every time by the occult 
nephritis which has resulted from the first ‘‘ toxaemic” 
pregnancy. 

The objection that it is difficult to see how kidney 
damage that can pass undetected by all our tests of renal 
function can yet be a serious factor during pregnancy, 
is merely another example of the unreliability of our rena 
function tests; and in the face of evidence there can be 
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no fundamental objection to regarding pregnancy as the 
most delicate test of renal function that we possess. aa 

The value of this view of the etiology of albuminuria is 
twofold. In the first place it gives us a working basis for 
trying to improve our results. If the recurrent albuminuria 
js really caused by an occult nephritis due to the first 
toxaemic pregnancy, plus a subliminal toxaemia due to the 
present pregnancy, it is by paying more attention to the 
first toxaemia that we may hope to prevent the occult 
nephritis, and so avoid at least one important factor 
tending to cause recurrence subsequently. It has been* 
shown that the length of time the initial toxaemia lasts is 
of considerable importance in the causation of this occult 
nephritis ; but that this is not the whole question is obvious 
from the fact that, even when it lasts for only three weeks 
or less, the recurrence rate is still 40 per cent. We must 
study carefully these initial attacks of toxaemia to try and 
discover other factors which tend to cause occult nephritis 
if we hope further to reduce the incidence of recurrent 
‘albuminuria. In the second place this view enables us to 
explain the difficulty that is so frequentiy encountered of 
placing certain cases of albuminuria into one of the two 
pathological groups, either by clinical or by chemical tests. 
Many cases belong to both groups at the same time, and 
we should not be surprised, therefore, when we are unable 
to class a particular case as either “ nephritic’’ or 
“ toxaemic.”” 

A chronic nephritic who becomes pregnant is suffering 
from albuminuria which is almost entirely ‘ nephritic ” in 
origin, only a very small element being ‘‘ toxaemic.”? At 
the other extreme is the healthy patient who develops 
albuminuria during pregnancy. She is suffering from 
“toxaemia ’? with no primary “ nephritic’’ element. 
Between these two extremes come all shades of combina- 
tions of the two elements, and many of the recurrent 
albuminurias can be regarded as a fairly equal mixture of 
the two pathological processes. 


Concivsions. 

Toxaemia of pregnancy can be regarded as the cause of 
all first attacks of pregnancy albuminuria in previously 
healthy patients. The renal damage in these cases is purely 
secondary to the toxaemia. 

As a result of this toxaemia a certain proportion (about 
10 per cent.) develop frank chronic nephritis, and bear 
the stigmata of this disease, whether or not they become 
pregnant again. 

A further proportion (2bout 40 per cent.) recover their 
kidney function completely after delivery, and sub- 
sequently have normal pregnancies without albuminuria. 

The remainder (about 50 per cent.) recover their kidney 
function only so far as to be free from signs of renal 
disease in the intervals between pregnancies. If they 
subsequently become pregnant they suffer with recurrent 
albuminuria, 

Recurrent albuminuria may be looked upon as due partly 
to a subliminal pregnancy toxaemia, and partly to a pre- 
existing occult nephritis caused by the first toxaemic 
pregnancy. 

Pregnancy itself is the most delicate test of renal 
funetion that we possess. 

If this view is accepted the difficulties of placing certain 
cases of albuminuria into one ef two pathological groups 
are easily understood. Many cases of albuminuria of preg- 
nancy are due to a mixture of both the ‘‘ nephritic ’’ and 
the “ toxaemic ’’ elements. 

a Although the incidence of chronic nephritis and of 
recurrent albuminuria can be favourably influenced by 
garlier induction of labour in the first attack of toxaemia, 
this measure by no means solves all the difficulties. We 
have still to find out the other important factors in the 
first attack of toxaemia which tend to produce permanent 
tenal damage. 
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CAUSES OF SPINAL COMPRESSION. 
BY 


J. REGINALD BEAL, M.D.Vicr., 
M.R.C.S., L.R.C.P., 
LATE RESIDENT CLINICAL PATHOLOGIST, ROYAL INFIRMARY, MANCHESTER. 


Tue following four cases of spinal compression seem worthy 
of record in view of their etiology and symptomatology ; 
thus in the third and fourth cases tuberculosis and syphilis 
gave rise to the condition—a comparatively infrequent 
occurrence, The clinical histories of the patients are given 
below. 

Case I. 

A boy, aged 12, first began to complain of weakness of the 
legs and difficulty in walking in March, 1927. This was followed 
in April by increasing stiffness of the legs, until he was confined 
to bed and was unable to walk. The patient had also noticed 
that for eight months he had been slowly losing the sense’ of 
feeling in the legs. The previous medical and family histories 
were uneventful. ; 

On examination (January 7th, 1928) the patient was found to be 
quite normal mentally, and no gross abnormality was noticed as 
affecting the cranial nerves, or the motor or sensory systems in 
regard to the arms. The lower limbs showed a tendency to in- 
voluntary flexion when handled; there was weakness, increase 
of tone, and very marked loss of power in both legs. The knee 
and tendo Achillis jerks were markedly exaggerated; the plantar 
responses were extensor and Oppenheim’s reflex was present; the 
superficial abdominal reflexes were absent; and ankle and patella 
clonus were present. Sensation to light touch was impaired to- 
the level of the fourth rib, and to a three-inch brush to the 
level of the umbilicus; heat and cold perception was affected over 
a similar area. The joint and vibration senses were impaired 
over the lower limbs. The fundi were normal. No changes were 
noticed in the other systems. 

The Wassermann reactions of the blood and cerebro-spinal fluid 
were negative, as was also an z-ray examination of the spine. 
The Queckenstedt test showed a complete block, while the fluid 
removed from the cisterna magna and the lumbar region gave 
evidence of stasis of the cerebro-spinal fluid when examined 
chemically. 

Lipiodol injected into the cisterna magna came to rest at the 
level of the second dorsal vertebra, and was crescentic in shape. 
A laminectomy revealed the presence of an extradural tumour 
at the level of the third dorsal vertebra. This was removed; the 
patient made an uneventful recovery, and is now able to walk 
about in a normal fashion. The tumour on section proved to be 
an endothelioma. 

Case It. 

A woman, aged 53, first began to be ill with a dull aching pain 
at the lower part of the spine six years ago. Two years ago this 
pain grew worse, and tended to pass round the lower part of the 
abdomen, and down the legs to the knees. Six months ago the 
legs grew weak, and tactile sensation began to diminish. The 
patient became unable to walk. 

On examination on January 24th, 1928, the patient was found 
to be quite normal mentally; there was no gross abnormality 
affecting the cranial nerves, and the motor and sensory systems 
in the arms were not involved. The legs showed loss of power and 
a slight increase of tone, but no wasting; the knee and tendo 
Achillis jerks were sluggish, there was no ankle clonus, and the 
plantar response was extensor on both sides. There was loss of 
sensation to pain, touch, heat, and cold to the level of the 
umbilicus. The fundi were normal, and the other systems showed no 
changes. The blood count was quite normal, and the Wassermann 
reactions of the blood and the cerebro-spinal fluid were negative. 
An a-ray examination showed some osteo-arthritis of the dorsal 
spine. The “Queckenstedt test revealed a partial block, while 
examination of the fluid removed from the cisterna magna and 
lumbar regions gave evidence of stasis. 

Lipiodol injected at the cisterna magna came to rest at the 
level of the eleventh dorsal vertebra. A laminectomy revealed 
the presence of an intramedullary tumour at the level of the 
eleventh dorsal vertebra. Removal was impracticable, so the 
dura was incised to effect a spinal decompression. The patient 
is now having x-ray treatment, and shows slight improvement. 


Case IT, 
A man, aged 27, first complained in May, 1928, of loss of the 
use of the right leg, followed in two or three days by loss of the 
use of the left leg. About fourieen days later the paralysis 


became complete, with total anaesthesia to the level cf the 
umbilicus. The patient had suffered from Pott’s disease since the 
age of 5. 
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On examination (June 16th, 1928) he was found to be thin, and 
te have clubbing of the fingers; the spine showed marked kyphosis 
and lordosis, but there was no tenderness on pressure on any part. 
The nervous system showed the following changes. The legs were 
flaccidly paralysed, with loss of power and tone; the knee and 
tendo Achillis jerks were just present; the plantar response was 
extensor on both sides; there was no ankle clonus, and the super- 
ficial abdominal reflexes were absent. There was loss of sensation 
to pin and brush to eight inches above the umbilicus, with .a 
tendency to harlequin distribution. No gross changes were noticed 
in any other system, apart from the deformity of the chest due 
to the spinal changes. 

An a-ray examination of the spine showed old Pott’s disease, 
with angular curvature in the mid-dorsal region, as a result of 


which the thoracic cavity was shortened and distorted. The , 


Wassermann reactions of the blood and cerebro-spinal fluid were 
negative. The cerebro-spinal fluid taken from the lumbar region 
showed xanthochromia; the cells numbered 2.3 per c.mm., all 
being lymphocytes. Protein was present to the amount of 880 mg. 
per 100 c.cm.; the chloride figure was 720 mg. per 100 c.cm., and 
the sugar 0.05 per cent. No tubercle bacilli or other organisms 
were seen. 

A laminectomy was performed. This revealed at the level of the 
fourth to the seventh dorsal vertebrae a reddish-blue, thickened, 
nodular dura, which enclosed the cord in a collar. The cord was 
non-pulsatile, and could not be isolated. Some thick, greyish pus 
exuded from this tissue, and a section of it showed tuberculous 
granulation tissue. Tubercle bacilli could not be demonstrated 
in the pus or in the tissue. The patient was discharged unrelieved. 


Iv. 

A man, aged 64, first noticed about eighteen months ago that 
his right leg was becoming weak. This change slowly developed 
in the left leg, and four months afterwards stiffness slowly came 
on; the patient states that his legs tended to jerk up. He added 
that six months previously he had a girdle pain at the level of the 
umbilicus, and that he was unable to appreciate heat and cold 
in the legs. 

On examination, on April 30th, 1928, the nervous system showed 
the following changes. ‘The cranial nerves were unaffected, but 
there was marked wasting of the arms and weakness of the small 
muscles of the hands, with some slight inco-ordination in the finger- 
nose tests; the reflexes were sluggish. The trapezius muscles and 
the sterno-mastoids were very wasted. The legs showed a tendency 
to a “mass reflex’; the feet exhibited pes cavus, and there was 
loss of power, marked wasting, and increase of tone. The knee 
and tendo Achillis jerks were sluggish; there. was no ankle clonus; 
the plantar response was extensor; and Oppenheim’s reflex was 
present. The superficial abdominal reflexes were absent. Sensation 
to pin and brush was impaired over an area extending from six 
inches above the nipple and down the inner side of both arms, 
involving all the fingers, but sparing the thumbs. The Wassermann 
reaction of the blood was positive in a 1 in 45 dilution, and 
weakly positive in the case of the cerebro-spinal fluid; this fluid 
contained 6.6 cells per c.mm.—all lymphocytes; chemical examina- 
tion of the: fluid obtained from the cisterna magna and lumbar 
regions gave evidence of stasis. 

Lipiodol injected at the cisterna magna lodged chiefly in the 
cervical region. The patient was treated with antisyphilitic 
measures, but died in about three weeks. 

A necropsy revealed the presence of syphilitic aortitis and an 
extradural cyst at the level of the third to the. fifth cervical 
vertebrae. The cyst was about three-quarters of an inch in 
diameter, and contained brownish material; the corresponding area 
of the cord was softened. A section of the cyst showed that it 
was a gumma undergoing degeneration. The spinal cord below this 
leve] showed degeneration due to compression by the cyst. 


The points of interest in these cases are the following: 


1. In three of the cases (Nos. 1, 111, and tv) the first 
abnormality noticed was impairment of the motor system 
occurring much earlier than sensory involyement. 


2. In cases Nos. 1 and 111 pain was never reported, while 
in Case 11 the pain complained of for six years was probably 
due to the osteo-arthritis, and only latterly was attributable 
to the tumour. 


3. It is also of interest to note that when pain was 
complained of it was not felt at the level of the tumour, 
and was probably due to stretching of the sensory tracis 
in the cord. 


4. Another point of interest was the occurrence of pain 
in Case 11, which was an intramedullary tumour. 


I am indebted to Dr. D. E. Core for permission to publish these 
gases, and to Mr. G. Jefferson for operative details. 


CONGENITAL RETROPERITONEAL HERNIA. 
BY 

F. W. SUMNER, M.D., F.R.C.S.Bp, 
SURGEON, DORSET COUNTY TOSPITAL, DORCHESTER, 
RETROPERITONEAL hernia is an uncommon condition, 
Moynihan and Dobson have dealt with the variong 
forms and their method of origin in their valuable 
and exhaustive work Letroperitoneal Hernia. The case 

here described does not conform to any of the ¢ 


“noted therein. Jt was obviously a congenital hernia, 


comparable in many ways to a left duodenal hernig 
as described by them. 


A farm labourer, aged 66, had suffered for years from occasional] 
attacks of abdominal discomfort, which he described as “ ingj. 
gestion,” and could usually attribute it to certain foods, especially 
pastry, after the ingestion of which he would get epigastrig 
discomfort, lasting from a few hours to one or two days. ins 

In January, 1921, he was admitted into the Dorset County 
Hospital with, apparently, symptoms pointing to acute appen. 
dicitis; the surgeon’s notes state that the appendix was inflamed 
and was removed; there is no mention of any other abnormal 
condition in the abdominal cavity having been noticed. 

On January 29th, 1926, at 10 p.m., he was admitted into tho 
same hospital under my care, suffering from intestinal obstruction: 
he gave the following history. On January 27th he awoke quite 
fit, had his usual breakfast, enjoyed tho usual action of his 
bowels, went as usual to his work in the fields, returned hom 
for his midday meal, at which he ate peas, returned to his work, 
got ‘‘ indigestion,’’ which he attributed to the peas, and was so 
uncomfortable that he returned home and went to bed. On 
January 28th, at 2 a.m., he vomited; this relieved him somewhat, 
His medical attendant saw him and treated him. The discomfort 
continued; notwithstanding the use of aperients, his bowels did not 
act. The condition remained the same on the 29th; at 7.30 p.m, 
he vomited some “‘ brown, nasty-smelling stuff ’’; he was sent into 
hospital. 

On admission his temperature was 97.5°F., pulse 104, respira 
tions 24; he had little abdominal pain, but was uncomfortable, 
His face was quite placid, and even cheerful durmg conversation; 
his heart and lungs were normal; his abdomen was a little “cn 
garde ’’; although slight, it was quite definitely so; the abdomen 
was a little prominent, chiefly in the umbilical and hypogastric 
region; it did not move with respiration; there was no peristaltic 
movement to be seen or felt, nor was anything to be seen or 
felt at any of the hernial orifices; the rectum was, on examination, 
found to be empty, and the prostate was enlarged. An enema was 
given, and was returned clear. 

In spite of his slight symptoms an immediate laparotomy was 
performed at 11 p.m. He was given cther by the open method, 
A catheter drew off 20 oz. of normal urine. ‘The abdominal eavity 
was opened by a left paramedian incision; the edges of the 
incision were well retracted; no bowel came into view, but a 
large, flat, tense, elastic swelling, with the great omentum spread 
over it, was in contact with the anterior abdominal wall. On 
pushing upwards the great omentum there was exposed to view 
a large, smooth, shiny sac wall, in which distended coils of 
intestine could be seen tightly packed. On exploring the lower 
portion of this it was found to extend into the pelvis, reaching 
to the level of the promontory of the sacrum. The fingers could 
be passed behind the sac round its lower convex surface; following 
the sac upwards anteriorly it was found that the transverse méso- 
colon was arching over it and deeply indenting it. There was only 
a small portion of the terminal ileum free in the general peritoneal 
cavity, and this, together with the caecum and the ascending and 
descending colons, was collapsed; along the large bowel were small 
seybala at intervals. Coursing in the front wall of the sac from 
below upwards, and slightly to the right, were three small long 
blood vessels. Evidently the whole, or practically the whole, of the 
small intestines and the mesentery were packed away in the sac. 

A hole was made in the front wall of the sac, m a bloodless area, 
and the intestines popped out; these were not greatly distended, 
and were only slightly congested. Five different portions of gui, 
which had evidently been nipped by the transverse mesocolon, 
acting as a constricting band, showed marks of this pressure in 
linear chocolate-coloured discolorations; each mark was about 
an eighth to a quarter of an inch wide, and varied from cne 
to three inches in length; in no case was the viability of the 
bowel impaired. The constricting mesocolon could now be felt to 
be quite free from the sac wall, it being possible to sweep the 
finger under it from one side to the other of the three-inch arch. 
The constricting band having been locsened and the bowel released, 
the toilet of the wound was completed, and the patient returned 
to his bed. 

Cn recovering from the anaesthetic ho began to complain of 
increasing pain in his right chest. Notwithstanding appropriate 
treatment, his breathing became more and more laboured and 
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uickened ; he had crepitations at his right base, and he died in 
peenty-four hours. A limited post-mortem examination only was 


allowed. 


Post-mortem Findings. 
: ‘The lower lobe of his right lung was found to be in a state 
of acute congestive engorgement, — 

Commencing at the ileo-caecal junction the collapsed ileum was 
traced proximally. A length of 1} feet of collapsed ileum lay free 
in the peritoneal cavity between the lower right side of the sac and 
the collapsed caecum, and then passed through an aperture into 
the hernial sac; this aperture admitted two fingers, was situated 
on the right side of the sac, and faced to the right; it was at 
the level of the third lumbar vertebra; through it passed only this 
ene piece of bowel. The rest of the small intestine and the 
mesentery had been all contained in the sac. The entering piece 
of bowel into the sac was found to consist of the uppermost part 
of the jejunum; the duodeno-jcjunal flexure had not emerged into 
the general peritoneal cavity as usual, but had been, or rather 
its peritoneal covering had been, involved in the upper anterior 
sac wall; for a distance of two inches it was part of the wall, 
and then gradually became freer and freer, until it finally emerged 
free into the interior of the sac. About this level the transverse 
mesocolon arched horizontally over the sac; a finger could be easily 
passed under this, between it and the sac wall, and swept from 
side to side, a distance of three inches; it had a free, rounded, 
thickish cdge; it looked like, and had acted as, a band constricting 
the sac—the more distended the sac, the greater the constriction. 
The fingers in the sac, passed upwards beyond the level of the 
duodeno-jejunal flexure (in the wall of the sac), showed that the 
sac cavity extended upwards behind the pancreas, which, like the 
dugdeno-jejunal flexure, was an integral portion of the anterior 
sac wall in this region; at the upper margin of the pancreas the 
sac cavity ended, the peritoneal covering of the posterior surface 
of the pancreas fusing with that of the posterior abdominal wall. 
When the hernial sac was removed for preservation as a specimen, 
the duodenal flexure and a portion of the pancreas had to be 
removed also. In the developing pancreas, when it is compleicly 
covered with peritoneum, and after it has completed its rotation 
to its final position, the posterior surface of the pancreas, with 
ils peritoneal covering, lies against the postcrior abdominal wall 
covered by ils peritoneum; normally these two layers fuse together, 
and the intervening space is obliterated; in. this case, for a distance 
of three inches across its middle, fusion had only taken place at 
the upper border, the remaining unobliterated space going to make 
part of the hernial sac. 

Tracing the anterior wall of the sac downwards it extended 
as low as the promontory of the sacrum, where, after curving 
round its contents, it passed upwards, lying on the posterior 
abdominal wall and its covering peritoneum, until it reached the 
mesentery, to which, half an inch from its base of attachment, 
it was fused in a very definite thickened white line of fusion. 
The mesentery had a smaller line of attachment than usual; the 
margins of the sac were spread out on each side to the sides of 
the spinal column; the inner surface of the sac was smooth and 
shiny; the posterior abdominal wall, covered by its periioneum, 
was the posterior wall of the hernia. 


Remarks, 
Thus the small intestine with its mesentery was not, as 
is normally the case, free in the general peritoneal cavity, 
but was confined in a space at the back of the abdomen. 
Tt would appear that through an error in development an 
adventitious fold of peritoneum extended down from the 
duodeno-jejunal flexure and became fused below to the 
peritoneum covering the inferior leaf of the mesentery. 
The small intestine, mesentery, and posterior abdominal 
wall had their usual peritoneal covering; this space was 
a closed cavity, except for the aperture giving exit to the 
ileum; the duodeno-jejunal flexure, instead of emerging 
from behind the peritoneum into the general peritoneal 
cavity, emerged into this compartment. The posterior wall 
was a fixture, and could not expand; the anterior wall 
could, and did so, in every direction except at its upper 
end; but here the pressure of its contained bowel kept open 
the space between the left central portion of the pancreas 
and the corresponding portion of the posterior abdominal 
wall, each being covered with its own layer of peritoneum. 
These normally fuse together. In this region, also, the 
normal development of the transverse mesocolon was inter- 
fered with; it remained in its central portion as a bridge 
passing over the sac. ; 
For sixty-six years the small bowel had functioned satis- 
factorily, enabling the patient to carry on his arduous 
duties without any great disability; but, finally, an indis- 
cretion in diet had fired the mine and converted the 
potential stricture into an actual one, and a vicious circle 
was set up between an ever-increasing distension of thé sac 
and an ever-increasing pressure of the bridge. 
lad 


TWO CASES OF OVARIOTOMY IN WOMEN 
‘OVER 70 YEARS OF AGE. 
BY 


LESLIE WILLIAMS, M.D., M.S., F.R.C.S., 


SURGEON TO OUT-PATIENTS, QUEEN CHARLOTTE’S HOSPITAL, AND THE 
SAMARITAN HOSPITAL FOR WOMEN; CHIEF ASSISTANT TO THE 
OBSTETRIC UNIT, UNIVERSITY COLLEGE HOSPITAL. 


Ow1nG to the coniparative rarity of the operation of 
ovariotomy in women over 70 years of age the following 
two cases which were under my care in the “‘ unit ”’ beds 
of the new obstetric hospital, University College Hospital, 
seem worthy of publication. Including the 10 cases pub- 
lished by Dr. H. R. Spencer’ in 1923, 147 such cases of 
ovariotomy had been recorded up to that date. Since then 
the records of the following 8 cases have been found in 
the literature. . For assistance in this search 1 am indebted 
to Mr. Malkin, the second assistant on the obstetric unit. 

In the following list I have not included the 4 cases of 
malignant ovarian tumours in women over 70 years of age 
found among 13,259 cases admitted to the University 
Hospital, Philadelphia,’ for it is not stated whether they 
were operation or post-mortem specimens. 


Cascs found in the Literature since 1923. ’ 

Tixier, L., and Pollosson, E.: Gynécol.-ct Obstét.. 1925, tome xi, 
observation vii. Mme M., aged 73. Right ovariotomy, February, 
1924. 

Moulonguet-Doléris, P.: Gynécol. ct Obstét., 1924, tome ix, 
observation v. Patient aged 70. Hysterectomy and ovariotomy ; 
serous cyst of left ovary. 

Reynes, H.: Marscitic-mcéd., 1924, Ixi. Patient aged 74. Laparo- 
tomy.; recovery. 

Koucky, J. D.: Annals of Surgery, 1925, Ixxxi. Mentions one 
ovarian dermoid occurring in the decade 70-79. 

Pribram, E. E.: Zeit. f. Geburtsch. u. Gyndk, 1924-25, Ixxxviii. 
Three cases. (1) Frau Th. L., aged 70. Left ovariotomy, 1921. 
(2) Frau L. W., aged 70. Left ovarjotomy, 1920. (3) Patient 
aged 70. Ovariotomy. (These three cases do not appear in Dr. 
Spencer's ‘‘ extra cases.’’) 

Isbruch : Zentralbl. f. Gynik, 1926. Frau L. F., aged 70. Right 
ovarian dermoid removed together with uterus and left appendages, 


December, 1923. (This case is also mentioned by R. Mayer: 


Zentralbl. f. Gyndk., 1925.) 


The Author's Cases. 
CAasE 1. 

E. aged 75. A. married woman who had had_ seven 
children, the last confinement being at 39 years of age, was 
transferred from the surgical wards of University College 
Hospital to the New Obstetric Hospital on August 6th, 1926. 
There had been no miscarriages, and the menopause occurred 
at 50 years of age. ' 

She complained of constant pain in the lower part of the’ 
abdomen for the past week. The pain first began at night, 
waking her up, and had recently been steadily increasing in 
severity. Up to five months before admission micturition had 
been normal, but during the last few months urine had fre- 
quently been passed involuntarily in small quantities. 

Vhe abdomen was distended, resonant to percussion in the 
flanks, but dull in the umbilical and hypogastric zones. A 
tender cystic tumour could be felt rising out of the pelvis and 
reaching to 15 inches above the umbilicus. No fluid thrill 
could be obtained. 

On vagitfal examination it was found that the cervix had been 
pulled up to a high level, and the pelvis felt empty, .The 
diagnosis of twisted ovarian cyst was made and ovariotomy 
recommended, 

The patient, who was a cheerful and intelligent woman, 
asked for time to consider if it was ‘‘ worth it ’’ at her age, and 
to consult her husband; but the pain increased, and she soon 
decided to undergo the operation. 

On August 10th ovariotomy was performed under chloroform 
anaesthesia. Some little difficulty was experienced owing to 
the friable nature of the pedicle, but the operation was com- 
pleted in twenty minutes, the eyst being removed intact. 
Contrary to my usual custom, I used catgut in suturing the 
abdominal wall (I was trying catgut on a series of cases at 
that time}—continuous for the peritoneum and three sections 
of continuous suture. for the fascia. The skin was united by 
clips and an anchored dressing fixed by deep ‘‘ through-and- 
through silkworm-gut sutures. 
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The specimen consisted of the left tube and mesosalpinx, 
tegether with an ovarian cystadenoma measuring 8 by 9 by 
8 inches, which contained 4 pints 10 ounces of dark-coloured 
fluid. The cyst wall was mostly thin, but in one moderately 
large area che wall was heavily infiltrated with blood and 
measured 1 inch in thickness. The remains of broken-down 
septa could be seen on the inner surface of the cyst, but there 
were no papillomata. 


The microscopic sections are of very little interest, and show - 


chiefly fibrous tissue infiltrated with blood. a 
The patient made an uninterrupted recovery, the temperature 
never rising above 99.29. 


Without borrowing too much from the above-mentioned 
article by Dr. Spencer, it may be of interest that this case 
is similar in several points to some of those he mentions. 
Thus-he points out that malignancy is rare (4 per cent.) ; 
that the cheerful woman who is not too fat is a good subject 
for operation despite her age; that no time should be 
wasted at the operation; and that the after-care is very 
important, for there is a liability to chest complications 
and mental disturbance in these old women. 


11. 

J. W., a widow, aged 71, had never been pregnant. She 
passed through the menopause when 48 years of age. She was 
first seen in the medical out-patient department because she 
. had had pain in the small of the back for three days. Some 

five and a half weeks previously she had had an attack of 
- diarrhoea lasting for sixteen days. The importance of this 

symptom will be realized. Usually her bowels were opened 
regularly. 

When the physician made his examination he found a ‘“‘lump”’ 

on rectal examination. I was asked to examine the case, and 
made the following note : ‘‘Sigmoid colon palpable and tender. 
Uterus rather large for patient’s age. In close apposition to its 
right lateral border is a semi-solid tumour not quite as large 
as a tennis ball. High up in the posterior fornix is a solid 
wedge-shaped mass. No evidence of carcinoma of the breast 
or of the stomach. No ascites. On rectal examination no 
rectal growth can be felt.” 


The diagnosis of ovarian cyst—possibly a dermoid—was made 
and ovariotomy advised. 

On August 25th I opened the abdomen and found a right 
ovarian tumour, the size of an orange, embedded in adhesions, 
The adhesions were separated and the cyst—which on section 
proved to be a dermoid—removed. Further exploration reveale@ 
the real cause of the trouble. High up in the rectum was 
carcinoma. It would have been out of reach to rectal examina. 
tion, but was probably the ‘‘ wedge ”’ described in the ‘* present 
state.” Unfortunately the growth was inoperable, as it had 
become adherent to, and had invaded, an adjacent coil of small 
intestine. There were no obstructive symptoms and no disten. 
sion of the bowel. Colostomy was not performed. 

The operation took thirty minutes, the abdominal wall being 
clesed as in Case 1, except that interrupted sutures were used 
for the fascia. ) 
- The great interest of this case to me is the mistake—by 
which [ hope to profit—which I made in diagnosis, . Ty 
the first place I suspected that the tumour was a dermoid 
from the peculiar consistency which one associates with 
these tumours when examined bimanually. Now I sliould 
have realized that it was unlikely that a dermoid would 
suddenly begin to give trouble at 71 years of age, and [ 
should have paid more attention the one: attack of 
diarrhoea. Then, although no rectal.carcinoma could be 
reached by the examining finger, the sigmoidoscope might 
have revealed the real trouble.. One other point of interest 
is that dermoids form less than 2 per cent. of ovariag 
tumours removed after 70 years of age (Spencer, loc cit.); ° 

The further history of the case is as follows: 

Kecovery from the operation was fairly satisfactory. . The 
weund healed by first intention, but the patient. began to feel 
abdominal pain some ten days after the operation. Flatulence 
became a troublesome symptom, her appetite failed, and her 
general condition deteriorated. Some time = afterwards she 
was admitted to the surgical wards and colostomy was 
performed. 

REFERENCES. 
1 British Medical Journal, April 7th, 1923, p. 582. 2 Norris, C. C., and 


Vogt, M. E.: Amer. Journ. Obstet. and Gynecol., 1925, vel. 10. 


A NEW DAYLIGHT LAMP FOR ACTINOTHERAPY 
AND GENERAL ILLUMINATION. 
ALBERT EIDINOW, M.B., B.S.Losp., 
M.R.C.S., L.R.C.P. 


Tne-principal sources of radiation which are employed in 
actinotherapy are natural-sunlight, are lamps, mercury 
vapour lamps, and incandescent. tungsten filament lamps. 
Solar: radiation, compared with that: from.any.other source 
of light, has the greatest luminous efficiency. _The dis- 
tribution’ of the. spectral intensity of sunlight is variable, 
and -hitherto no: artificial source of light has been com- 
parable -to the sun either in relative intensity or. in the 
nature of the rays emitted. The lamp which is described 
has been designed to produce a balance of visible and 
ultra-violet rays comparable to that of sunlight in rejative 
intensity of radiation and in biological action. : 
Solar radiation, as it reaches the earth at sea-level, 
emits a number of waves of light extending from 2,900 A.U. 
in the ultra-violet region to 30,000 A.U. in the infra-red 
region. The energy distribution may be summarized as 
in the fellowing table, which approximately indicates the 
percentage energy in selected regions of the spectrum. 


Taste I. 
Ultra-violet Region: 
2,900-4,500 A.U. = 12% 
Visible Region : 
4,500-5,500 A.U. = 20% ) 
5,500-6,700 A.U. = 17% - = 51% total energy. 
6,700-8,000 A.U. = 14% ) 
Infra-red Region : 
8,000-14,000 A.U. = 25% ) 
Over 14,000 A.U. = 12% jf 


The absorption of ultra-violet rays by the layer of ozone 
situated some thirty miles high produces a very rapid fall 
in the intensity of rays shorter than 3,000 A.U. and limits 
the solar spectrum under best conditions to approximately 


= 12% total energy. 


= 37% total energy. 


to make an exact radiometric comparison between the’ 
radiations from the sun and those from other sources of 
light, because all the sources are at different tempera- 
tures and have different types of emission spectra. The 
experiments carried out by Professor L. Hill bave shown 
that the high intensity of rays from 3,500 to 2,900 A.U. 
present in sunlight produces biological action and affects 
the living skin in the same way as the shorter ultra- 
violet rays of weaker relative intensity emitted by the 
usual artificial sources of light. 

The incandescent tungsten filament gas-filled lamps emit 
a ‘continuous band” type of spectrum similar to sun- 
light, but have a greater relative proportion of red and 
orange rays, and the ultra-violet rays are limited to 
3,300 A.U. They are efficient for visible ray therapy, but 
do not produce erythema action on the normal skin, this 
effect being mainiy due to rays shorter than 3,100 A.U. 
Mercury vapour Jamps made of quartz emit ultra-violet 
rays as short as 2,200 A.U.; they are of great intensity in 
the green, blue, and violet portions of the visible spectrum, 
and 60 per cent. of their total energy is due to ultra- 
violet rays. The great intensity of erythema-producing 
rays present restricts the use of these lamps. Dosage must 


| be carefully controlled, and the specialized technique of 
’ 


‘“short ray”? therapy should be employed. A_ vitreosil 
screen or a mercury vapour lamp made of frosted vitreosil 
instead of quartz cuts out all rays shorter than 2,500 A.U. 
and reduces the intensity of the ultra-violet rays from 
3,500 A.U. to 2,500 A.U. to about one-tenth. At a dis- 
tance of 30 inches the minimal erythema dose is produced 
by a quartz mercury vapour lamp in three to five minutes; 
with a frosted vitreosil lamp the same intensity of erythema 
is produced in forty-five. to sixty minutes. The mercury 
vapour lamp is a cold lamp and does not contain visible 
red rays or any great intensity of visible heat rays, but 
by the combination of tungsten filament lamps and the 
vitreosil mercury vapour lamp a source of light rich in 
heat, visible, and long ultra-violet rays is produced. The 
effects produced are similar to the biological action of 


2,900 A.U. Coblentz has pointed out that it is difficult | sunlight, 
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CoMPONENTS OF THE Lamp. 

The lamp which has been constructed consists of (1) a 
frosted vitreosil mercury vapour tube, 4 feet long, of the 
Hewittic vacuum type; (2) a 
series of tungsten filament gas- 
filled lamps of low voltage; (3) a 
selective glass filter for ultra- 
violet rays shorter than 2,500 
A.U. (See Fig. 1.) The vitreosil 
mercury vapour tube is auto- 
matic in starting; it can be 
placed in any position, either 
horizontal or vertical, and it is 
completely silent. A direct or 
‘alternating electric supply of 
5.5 to-7 amperes and 150 to 
250 volts is necessary, making 
a kilowatt output of 0.7 to 1.5 
approximately. The  spectro- 
photographic examination of the 
lamp shows that ultra-violet 

rays up to 2,500 A.U. are 
emitted. The intensity of radia- 
tion from 3,850 A.U. is greatly 
reduced compared with that 
emitted by the quartz mercury 

vapour lamp running at 3.5 
amperes. In the visible region 
of the spectrum the lamp is 
rich in green, blue, and violet 
rays, but is almost entirely 
deficient of red visible light. 
The tungsten filament lamps are 
incandescent gas-filled lamps of 
12-volt and 48-watt capacity. A number of these lamps are 
connected in series. Spectroscopic examination of this 
source of light shows that it is rich in infra-red, red, 
orange, and yellow rays, and emits ultra-violet rays to 
3,300 A.U. The intensity of red and orange visible light is 
relatively in excess of the blue and violet light present. 

By the combination of a suitable number of tungsten 
filament lamps and the vitreosil mercury vapour tube a 
daylight effect can be produced, by which objects appear to 
have the same colour as in daylight. The excess of blue 
and violet rays in the mercury vapour tube is compen- 
sated by means of the greater proportion of red and yellow 
rays emitted by tungsten filament lamps. At a voltage of 
210 D.C., eighteen 12-volt and 48-watt tungsten filament 
lamps connected in series and combined with the vitreosil 
mercury vapour tube, running at 3.5 amperes, gives a 
white, comfortably warm, and regularly diffused natural 
light. The ultra-violet screen is a sheet of glass (sanalux 
2mm. thick) 3 ft. 11 in. by 9 in., which filters off all rays 
from 2,900 to 2,500 A.U. Photographs taken by means of 
the rays of this lamp compare favourably with those taken 
in daylight. 

By means of a Griffith’s cadmium photo-electric cell T. C. 
Angus has measured the intensity of ultra-violet rays 
emitted by this source of light. His observations are 
recorded in the following table. 


Fic. 1.- -New daylight lamp 


TABLE II. 


Distance from photo-electr® cell to lamps=48 cm. Figures in chart 
indicate the time in seconds taken to discharge gold-leaf electroscope. 


an With Vita 
No Vita 

Me Glass Screen 
Glass Screen. | 909-9 800, 


Atmospheric quartz M.V.L.(35amps.) ...| Immediate 27.1 
Frosted vitreosil lamp (3.5 amps.) ... mn 160.0 1,185.0 
New daylight lamp, vitreosil tube and | 

visible light (3.5 amps.). Only 9 in. of 


The results of his experiments indicate (1) that the 
intensity of ultra-violet rays up to 2,900 A.U. is reduced 
to one-tenth of that emitted by the quartz mercury vapour 


lamp, and (2) that the ultra-violet rays from 2,900 to 
500 A.U. increase the photo-electric effect nine to ten 
times. 


BroroGicaL Action. 

1. Erythema Production.—The minimal erythema dose 
produced by the lamp without the ultra-violet glass screen 
(using all rays as short as 2,500 A.U.) is 45 to 69 minutes 
at a distance of 30 inches. With the ultra-violet glass 
screen it is possible that at 30 inches an erythema could be 
produced after several hours’ exposure. 

2. Action on Infusoria.—The lethal time for infusoria at 
a distance of 30 inches was 40 minutes when exposed to 
unfiltered rays extending to 2,500 A.U., and 120 minutes 
when exposed through the ultra-violet glass filter to rays 
extending to 2,900 A.U. 

3. Action on Bacteria.—A surface culture of staphylo- 
cocci exposed on a melted agar plate to the source of light 
was killed in 15 minutes at a distance of 30 inches (rays 
7,200 to 2,500 A.U.). Using a sanalux glass screen to 
filter off rays from 2,900 to 2,500 A.U. lethal action was 
observed after 150 minutes’ exposure. No destruction of 
bacteria occurred after 2} hours’ exposure through a 
window-glass screen transmitting rays from 7,200 to 
3,500 A.U. - 

4. Action on the Haemo-bactericidal Power.—The hair 
of the back of a rabbit was removed by means of a depila- 
tory, anc the animal was exposed to the rays of the lamp 
for 2} hours at a distance of 30 inches. Samples of blood 
were collected before and after irradiation, and the bacteri- 
cidal properties of the blood samples before and after 
irradiation were tested in the usual way. The bactericidal 
power of the shed defibrinated blood tested in vitro had 
increased after irradiation, in a similar way to the response 
which occurs after exposure of the skin to sunlight and 
other artificial sources of ultra-violet rays. 


Fic. 2.—Photograph of spectra. la, The sun filtered through Br 
and I sereen to show ultra-violet rays. 1b, The sun’s spectrum. 
2, Quartz mercury vapour lamp. 3, Glass mercury. vapour lamp. 
4, Incandescent glass tungsten filament lamps. 5, Vitreosil mercury 
vapour tube and tungsten filament lamps. 6, Vitreosil mercury 
vapour tube, tungsten filament lamps, and special ultra-violet 
screen to cut off rays from 2,900 to 2,500 A.U. 


SumMMary. 

This lamp affords a useful source of artificial light which 
can be used for actinotherapy or for general purposes of 
illumination. Without the sanalux glass filter ultra-violet 
rays as far as 2,500 A.U. are emitted, which are low in in- 
tensity and slowly produce erythema after 45 to 60 minutes’ 
exposure of the normal white skin. Infra-red, visible, and 
long ultra-violet rays of a constant intensity are trans- 
mitted and comfortabiy warm the body. The total current 
consumption is 7.5 amperes. The lamp is easily manipu- 
lated, requires no attention, and can be tilted to any 
angle which may be necessary for treatment. It will make 
an excellent ‘‘ bed cradle’? lamp for treatment of ambula- 
tory cases. 

The glass filter cuts off all rays shorter than 2,900 A.U., 
and the lamp can in this way be utilized as a safe type of 
artificial light for general use. It is comparable to the 


solar radiation, and prolonged exposures can be applied 
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INFLUENCE OF MOVEMENT ON THE HUMAN TRUNK. 
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without dangers of injury to the eye or production of rapid 
erythema. The nature of the light is similar to daylight, 
and all objects appear in their natural colours. For this 
reason the lamp should be of practical use in photography 
and for general purposes of illumination. The spectro- 
scopic examination and the biological investigations which 
have been described show that this lamp transmits rays 


of therapeutic value, and is in many respects ‘“‘ artificial — 


sunlight.””’ The lamp is manufactured by ‘the Hewittic 
Electrical Company, Ltd., Horsham, Surrey. 


THE INFLUENCE OF MOVEMENT ON THE 
TRUNK OF THE HUMAN BODY. 


(Nores on PHysi0LoGy as SHOWN By A Stupy oF Scoriosis.) 
BY 


A. MACKENZIE FORBES, M.D., C.M., 


CLINICAL PROFESSOR OF ORTHOPAEDIC SURGERY, MCGILL UNIVERSITY, 
MONTREAL, CANADA. 


In a study of the possible movements of individual 
vertebrae and the vertebral column as a whole, made 
prior to 1911, it was found that rotation of the trunk 
by means of the upper extremities was followed by rota- 
tion of the lumbar vertebrae in one direction and of the 
dorsal vertebrae in the opposite direction. This discovery 
of an apparent paradox led to an avid study of the 
influence of movement on the vertebral column. The 
study was undertaken in the hope that some light might 
be thrown on the subject of pathological scoliosis: In 
this brief paper will be shown what has been learned of 
the physiological in the study of the pathological. 


The word ‘‘ scoliosis’? is taken from the Greek, and | 


signifies twisted. It means more. At the time these 
studies were begun it was felt that there were two types 
of pathological scoliosis—namely, ‘‘ functional ’’ scoliosis 
and organic scoliosis. The first was characterized by 
lateral deviation of the spine and rotation of indi- 
vidual vertebrae without apparent change in their internal 


architecture. The second was characterized in addition 


by distinct bony change. 

As years have passed it has become more common to 
accentuate the fact that scoliosis may be physiological or 
pathological. Of physiological scoliosis it may be said that 
the trunk assumes this position many times each day. 
Physiological scoliosis is due to posture, and in it there 
is never any change in the architecture of the individual 
vertebrae. Whenever the trunk is rotated or bent to the 
side a certain definite roll of the component parts of the 
trunk takes place. This roll forms a picture which is 
known as physiological seoliosis, and is the counterpart of 
pathological scoliosis. Every attitude is either one of 
strain or non-strain. Thus it is felt that physiological 
scoliosis may be the forerunner of pathological scoliosis.. 

The complex picture which is known as scoliosis, when 
analysed, is shown to be represented by a lateral devia- 
tion of the spine, or by lateral deviations of the spine. 
A posterior prominence of the ribs of one side is also 
seen—indeed, the rib wall seems often to become crushed 
in towards the spinal column. It is so fiattened that 
frequently the posterior prominence becomes razor-like. 
On the opposite side the thoracic wall is broadened, and 
there is an anterior protuberance of the ribs. There is, 
indeed, a flattening of the ribs and a diminution of the 
thoracic cavity on one side, with a flanging out of the 
ribs and a corresponding increase of the thoracic cavity 
on the other side. The spinal column is usually curved 
in the dorsal region, the curve being convex towards the 
side on which the ribs are flattened. There are com- 
pensatory curves, usually in the cervical and lumbar 
region. The formation of these compensatory curves may 
depend on the laws of gravity. 

This picture, known as scoliosis, is the same either in 
physiological scoliosis or in pathological scoliosis, with 
the difference that from physiological scoliosis, which is 
due to movement, there is a return to the so-called normal, 
or’ passive, position, while from pathological scoliosis there 
is no return to the normal. In physiological scoliosis there 


is never change in the architecture of individual vertebrag, 
whereas in pathological scoliosis change 1s common, 

Many endeavours have been made to use our knowl 
of physiological scoliosis in order to treat pathological 
scoliosis. Superimposing physiological scoliosis of a reverse 
character on a pathological scoliosis already existing wag 
practised. These endeavours were not successful because 
pathological scoliosis is always greater than physiological 
scoliosis, and it is impossible to change the greater by 
the lesser. 

One of the most interesting physiological facts brought 
out in these studies of scoliosis was that rotation and 
lateralization (side-bending) both cause scoliosis of exactly 
the same character. The same picture is seen in either of 
these movements—indeed, it is impossible to turn the 
trunk as a whole without the occurrence of a certain 
definite order of movement of its component parts. It 
is also impossible to lateralize the trunk, or bend it to 
the side, without a certain definite order of movement of 
the individual parts taking place. The turning of the 
trunk to one side causes exactly the same change as the 
bending of the trunk to the same side, 
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MONILIASIS AND TUBERCULOSIS. 
In 1914 a young woman was under my care with chronic 
bronchitis and asthma, from which she had suffered for 
several months. She was not doing well, and I sent her to 
a chest hospital, where her condition was diagnosed as 
tuberculosis. For domestie reasons, however, she refused 
to enter an institution, and I was enabled to make e. 
number of careful examinations of her sputum. I did nog . | 
find tubercle bacilli, but yeast cells were constantly present. -- 
Mouth contamination was excluded by the fact that all the 
sputa I examined were fresh, and from each one I picked ‘ 
out portions from the pellets. Fermentation reactions 
proved that the yeast cells were maltose, non-saccharose 
fermenting monilia—in fact, the thrush fungus. After 
prolonged treatment with alkalis, potassium iodide, and 
adrenaline, the patient recovered, and has been in good 
health since. In the case of this patient and other similar 
cases I did not attach importance to the presence of yeast 
cells, and assumed some other cause for the bronchial 
catarrh, until I read some papers by Colonel E. P. Marett 
of Jersey. In an examination of the sputa of’ a number 
of cases of suspected tuberculosis he found that 40 per 
cent. contained blastomycetes, 40 per cent. blastomycetes - 
and tubercle bacilli, and 20 per cent. tubercle bacilli with- 
out blastomycetes. His*experience suggested, furthermore, 
that the first class, if left untreated, soon passed into the 
second, a damaged lung being particularly susceptible to 
tuberculous infection, and that the outlook for the second 
class was less hopeful than for the class of pure tubercle 
bacillus infection. ‘This latter ctass, he maintains, should 
be treated apart from the second in order that double in- 
fections might be avoided; the outlook for the second class 
may be improved by the immediate treatment of the 
curable blastomycetic infection; and the first class can be 
cured by means of alkalis, potassium iodide, and blasto- 
mycetic vaccines. I think it probable that Colonel Marett 
has brought to light a truth unsuspected by his prede- 
cessors—that chronic blastomycetic bronchial catarrhs occur 
‘frequently, and that they are the commonest precursors of 
tuberculosis in this country. The system of treatment he 
has devised is within the reach of everybody; its applica- 
tion cannot fail to secure greater efficiency in the treat-_ 
ment of tuberculosis and to diminish the frequency of the 


disease. 
Ealing, Rosert Cram, M.D. 
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KOHLER’S DISEASE OF THE SECOND METATARSO- 
PHALANGEAL JOINT. 

Tyr following case is recorded on account of its rarity. 
Whether the rarity is real or is due to cases being over- 
Icoked is uncertain. The clinical condition bears a super- 
ficial resemblance to osteo-arthritis, and it is probable that 
some cases are labelled as such where no #-ray examination 
has been made. 

A woman, aged 20, complained of pain and swelling of the 
second metatarso-phalangeal joint of the left foot. Discomfort 
in the joint, not amounting to actual pain, was first noticed 


while playing hockey about four years ago, and had been present 
intermittently since then. During the fortnight before examina- 
tion the joint had been red and swollen, and walking was dis- 
tinetly painful. 

On examination no crepitus was found, but the head of the 
metatarsal was felt to be enlarged. There was no limitation of 
movement. ‘X-ray examination revealed the following abnor- 
‘malities : 

1. The whole length of the second metatarsal bone showed 

. marked sclerosis. Its girth was increased by cortical prolifera- 

tion, but no periostitis was present. 

2. The metatarsal head, instead of having a smooth convex 
outline, was ragged and concave. 

3. The base of the first phalanx, instead of having a smooth 
concave outline, was ragged and coiivex. 

; 4. The concavity of the metatarsal head was deeper than 
>. the convexity of the base of the first phalanx, so that the 

joint space was widened. The width was slightly greater 
towards the outer side of the joint. 
5. No true osteo-arihritie changes were present. 

The disease occurs between the ages of 10 and 18; it 
is more common in females than in males, and in the right 
foot than in the left. It may be followed in later life 
by osteo-arthritic changes. 


In regard to etiology, many theories have been advanced, 
but no settled conclusions are possible at present. Some 
Continental authors describe an aseptic epiphyseal necrosis 
with obliteration of the vessels of the periosteum and of 
the articular capsule. They believe that such changes 
only result from a series of mechanical insults in which the 
head of the second metatarsal, owing to its important 


weight-bearing function, is peculiarly exposed. There is 
a certain similarity in its radiological appearance with 
Perthes’s disease of the hip-joint. In each case the joint 
surfaces are irregular, the joint space is widened, and 
there is increased girth due to new bone formation. 
Secondary osteo-arthritic changes may occur in both 
diseases. Whether or not this similarity points to a 
common etiological factor remains to be proved. 

In Kéhier’s Héntgenology will be found a full description 
and bibliography of the condition. 
Cave, M.B., B.S. 

D.M.R.E.Camb. 


London, W.1. 


Reports of Societies. 


RETENTION OF URINE. 
At a mecting of the Brighton and Sussex Medico-Chirur- 
gical Society, on April 4th, with the president, Mr. 
CGrorrrey Bate, in the chair, Mr. H. J. McCurricn read 
a paper entitled ‘‘ Retention of urine.” 

Mr. McCurrich said that retention of urine, one of the 
most distressing conditions, might be overlooked, or dia- 
gnosed as present when it was really absent. The former 
error was due to misinterpreting the symptom of overflow 
due to retention of urine. The second mistake arose from a 
failure to diagnose suppression of urine; a catheter would 
clear up the difficulty, and should always be used before 
a diagnosis of incontinence was made. The lecturer added 
that he had once seen a patient who had been placed in 
seclusion as a case of mania. The real trouble was uraemia 
and retention of urine, due to an enlarged prostate. The 
man’s retention of urine with overflow had been mistaken 
for incontinence. In partial retention of urine, residual 
urine remained after micturition, and its amount indicated 
the degree of obstruction or the weakness of the bladder. 


The Historical Aspect. 

Retention of urine had occupied the attention of medical 
practitioners for centuries. Read, in 1588, gave a good 
description of caruncle, which was the name for stricture ; 
he appeared to consider it a form of new growth, and 
remarked that Galen used to pluck it forth with iron 
instruments. He did not dilate the stricture, but passed 
vegetable stalks through it, and took steps to reduce the 
congestion. If he could not get a stalk to traverse the 
stricture he used a lead sound, and, if that failed, a silver 
or gold one. Wax candles or bougies were used to apply 
medicaments to the stricture. Ambroise Paré, surgeon to 
King Henry IIL of France and Poland, issued in 1579 
a work on surgery, which comprised a large range of sub- 
jects, including that of retention of urine, or suppression, 
for these two terms were used synonymously, though Paré 
stated that in some cases no urine was in the bladder, and 
therefore a catheter would not help. In the midst of 
accurate observations, Paré introduced statements that 
showed that he was a believer in ‘“‘ humours ”’ and in such 
vital properties of organs as ‘‘ attraction’ and ‘ sym- 
pathy.’’ He also held the view that seasons affected these 
matters, and that the best season in which to treat a 
stricture was the spring. There was no mention of enlarge- 
ment of the prostate in Paré’s writings. Hart, in 1625, 
in his Anatomy of Urines, described the diagnosis of com- 
plaints dy persons to whom the urine of patients was 
brought, but whom they had never seen. Hart jeered at 
them, and asked what would be sent to these persons if 
retention of urine existed. He gave a disastrous instance 
of the folly of this procedure. Record, in 1547, in the 
Urinal of Physic, gave various herbal preparations for the 
treatment of stricture. He mentioned one delightful homeeo- 
pathic remedy for the treatment of stone, which consisted 
of obtaining a stone passed by a human being, grinding 
it up with water, and drinking the mixture so prepared. 
Johann Scultetus, in the Chyrurgeons Store House, 
translated by E. B., and published in 1674, quoted from 
Celsus an excellent account of catheterization. ‘Charles 
Brandon Trve of Gloucester, tn 1774, had described obstruc- 
tion at the internal meatus, traumatic rupture of the 
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bladder, and enlargement of the prostate. He described the 
palliative treatment of an enlarged prostate, a condition 
which he regarded as invariably fatal, and stated, “‘ It is 
a melancholy case, but happily docs not often occur till 
that advanced period of life which naturally leads to the 
grave.’ He used to inject oil under pressure into the 
urethra in cases of stricture, through which he could often 
pass a bougie subsequently. He also invented a vacuum 
pump with a receptacle for extracting the urine in cases 
of atony. He mentioned the recent introduction of 
caoutchouc or flexible gum elastic catheters from Paris. 
In 1778 Alexander Reid of Chelsea wrote a work called 
An Enquiry into the Merits of Operations Used in Obstinate 
Suppression of Urine. He advised strongly the method of 
puncture per rectum practised by Flurant of Lyons. 
Percival Pott, in 1778, described the reflex retention of 
urine in such conditions as fistula in ano. 


Etiology of Retention. 
Mr. McCurrich suggested that the causes of retention 
might be tabulated as follows: 
Males. 
1. Newborn. 
(a) Meatus stuck together by a little dried blood or secretion, 
(5) Pinhole meatus, 
(c) Phimosis. 
(d) Congenital membrane in posterior urethra. 
2. Young Adults. - 
(a) Acute urethritis, prostatitis, or prostatic abscess. 
(6) Reflex spasm due to inflammation elsewhere—for example, 
appendicitis, ischio-rectal abscess, etc. 
(c) Trauma locally or to reflex are. 
(d) Overdistension of bladder. 
(e) Functional or hysterical causes, 
(f) Organic nervous diseases. 
(g) Stone. 
3. Middle Life. 
(a) Urethral stricture. 
(b) Tabes dorsalis. 
(c) Causes under 2, 
4, Old Age. 
(a) Enlarged prostate. 
Atony. 
(c) Causes under 2 and 3. 


Females. 
(a) Urethritis. 
(b) Retroverted uterus enlarged by fibroids or pregnancy. 
(c) Prolapse of urethral mucous membrane. 
(d) Caruncle. 
(e) Hysteria. 
(f) Nervous diseases, 


Hamilton Bailey had described the causes of retention 
according to age, the ages given being those of 
Shakespeare’s seven. 


Treatment of Retention. 

Mr. McCurrich said that it was a popular but erroneous 
lay idea that the bladder would burst; actually, if the 
obstruction occurred at the neck of the bladder, overflow 
took place after a certain degree of distension. If the 
obstruction was in the urethra, extravasation and fistulae 
occurred. Prolonged distension of the bladder led to 
dilatation of the ureters and pelves of the -kidneys, and 
‘uraemia. The speaker said that before attempting to 
examine and relieve a case of retention of urine one ought 
to have an idea of the history of the case and the probable 
cause. This was important, because in suspected stricture 
instruments of small diameter must be used, whereas in 
enlargement of the prostate it was safer to use large instru- 
ments; there was less risk of bleeding from the congested 
gland with these. Soft rubber and metal instruments were 
sterilized by boiling; gum elastic and silk web instruments 
were sterilized by exposure to formalin vapour. Dr. Galt, 
pathologist to the Royal Sussex County Hospital, had 
recently tested the efficacy of this method as used in the 
portable glass tube with a formalin tablet in the perforated 
container in the cork, and found that this method of 
sterilization was quite satisfactory. External urethro- 
tomy, apart from puncture for the relief of retention, 
dated from the early part of the nineteenth century, and 


in this country was associated with the names of Guthrie 
and Syme, and later Wheelhouse. 

Mr. McCurrich remarked that the disadvantage of Wheel. 
house’s operation was that great difficulty might be ex 
rienced in finding the way through the stricture when the 
urethra in front of it was opened. He had therefore 
devised the following operation. The patient was anaes. 
thetized spinally and placed in the lithotomy position. The 
bladder was opened suprapubically by a small incision, 
into which a finger was introduced; along this a sound wag 
passed into the internal urinary meatus and through the 
prostatic urethra. Another sound was passed through the 
external urinary meatus along the anterior urethra. The 
tips of the sounds were then only separated by the stric. 
ture, and a perineal incision on to the tops of the sounds 
divided it. The tips of the sounds were exposed; the 
anterior one was rotated to extrude its tip. Each end of 
a piece of rubber tubing about the size of a No. 12 catheter 
was tied on tu the sounds, a long window being cut close to 
the end of the one tied to the posterior sound. The sounds 
were withdrawn by the way they entered, and the tube was 
drawn in with them, so that it traversed the urethra and 
bladder. Each end of the tube was secured by a safety 
pin, so that however restless and uraemic the patient was 
there was little risk of his extracting the tube. Each day 
the tube might be moved to and fro by means of the pin 
at each end; in this way the urethritis associated with an 
indwelling catheter was diminished. The tube might- be 
left in for as long as a week. The subsequent treatment 
and dilatation were the same as for a Wheelhouse opera- 
tion. Mr, McCurrich had performed this operation first 
in 1925, and had performed it twice since. The fact that 
the tube traversed the suprapubic wound did not delay 
healing. 


FUNCTIONAL NERVOUS DISORDERS IN THE 
SERVICES. 


At the meeting of the Services Section of tho Royal 
Society of Medicine (the new name of the former War 
Section, adopted subject to the approval of the Society’s 
Council) on April 8th a discussion took place on functional 
nervous disorders in the services. Lieut.-General Sir 
Matrnew presided. 

Colonel J. C. Kennepy opened the discussion with some 
observations on the incidence of hysteria in the army. He 
said that it was not surprising that many men should 
have broken down under the strain of their experiences 
in war, but under normal conditions one was not accus- 
tomed to look upon hysteria as a factor of much impor- 
tance in the male subject. It had, however, gradually 
been borne in upon him that hysteria did exist to quite 
an appreciable extent. The incidence was distinctly in- 
creasing in the army. In 1927 there were 126 admissions 
for hysteria, a ratio of 0.7 per 1,000 strength, comparing 
with a ratio of 0.4 in 1921, and an average ratio of 0.1 
for the five years before the great war. Combining with 
the figures for hysteria those for all diseases of the 
nervous system, for neurasthenia, for epilepsy, for mental 
disease, and for disordered action of the heart, it appeared 
that the incidence of nervous disorders rose in 1921, and 
although it showed a tendency to fall in subsequent years, 
it still remained at considerably above the pre-war level. 
Some idea of the clinical types and etiological factors 
of hysteria during peace-time conditions was obtained by 
an analysis of 177 cases made during the eighteen months 
from January, 1927. In a few cases the diagnosis was 
uncertain or open to criticism for various reasons. 
Eliminating these, there were 164 in which the diagnosis 
ot hysteria seemed justified. In 82 of these fits or con- 
vulsions were the predominant symptom. The great 
majority of these patients were admitted to hospital for 
observation as to the nature of a “ fit.’’ Analysis of this 
group showed evidence of a relationship between incidence 
and length of service. Of the 82 cases, 32 had had less 
than one, and 52 less than two years’ service. In a group 


of 10 other cases tremor or spasm was the prominent 
feature, and again in 19 there were marked paralysis, 
disturbances of sensation, and aphonia. 


A considerable 


| 
| 
| 


APRIL 13, 1929] 


FUNCTIONAL NERVOUS DISORDERS IN THE SERVICES. 


proportion—43—of the total number showed mental sym- 
toms and amnesia, and here again the majority of the 
cases occurred in the first two or three years of service. 
Finally, there was a group of 10 cases which had occurred 
in Aden in association with some cases of neuritis which 
were at first thought to be beri-beri. The analysis of 
these 164 cases supported the generally accepted view 
that the basic factor in the etiology of hysteria was a 
constitutional or inherent instability of the nervous system. 
From the service point of view the speaker thought the 
definition by Osler and McCrae was very apt: ‘ For 
practical purposes, the physician may think of hysteria 
as an unconscious mechanism, utilized to protect or 
remove the individual from a disagreeable, undesirable, 
or threatening situation.’?’ The manner in which these 
cases were disposed of was recorded in 151 cases: 113 men 


were returned to duty, and 38 were found unfit for | 


military service. speaker emphasized that the 
hysterical condition might be superimposed upon an 
organic lesion, wound, or toxic condition ; hysteria should 
not be officially diagnosed as such if associated with any 
organic disorder, as such a diagnosis was unjust to the 
patient, and created trouble in finally disposing of the 
case. The decision as to whether the hysterical person 
should be retained in the service or not depended on a 
collective consideration of the length of service, the evi- 
dence of previous history, and the effect of treatment. 
Treatment, apart from general considerations of health 
and the application of electro-therapy, took the form of 
counter-suggestion or persuasion. A patient not easily 
amenable to persuasion might require prolonged treatment, 
and in view of the liability to recurrence, ceased to be 
an economical proposition for the army under peace-time 
conditions. At the same time, the principle that no man 
should be discharged from the service for a curable dis- 
ability until he was cured, even though he would never 
make an efficient soldier, was one that the medical 
authorities would like to see carried out; and, as a matter 
of fact, the question of specialist psycho-therapentic treat- 
ment had been receiving attention. 

Surgeon Rear-Admiral E. Mescuer, R.N., urged 
that medical officers concerned with the admission of can- 
didates to the service should devote attention to, and 
make a record of, the mentality of the candidate. Observa- 
tion should also be made of the recruit during his first 
year of service to see whether he exhibited any significant 
behaviour characteristics. In the navy and im seafaring 
life generally the cenditions tended to raise the resistance 
to hysteria. Hysteria was more frequently exhibited by 
the less educated classes, and he could not recall having 
seen a case of pure hysteria in au officer. In the diagnosis 
of hysteria it was very necessary to make sure that organic 
disease did not coexist, and the same discretion must be 
used in neurasthenia. From the naval records there 
appeared to be little difference in the incidence of the 
psychoneuroses on comparing the pre-war period with the 
present; the ratio of psychoneuroses in the navy was 
2.6 per 1,000 in 1912 and 2.5 in 1925. The ratio for 
hysteria, however, had shown some advance, possibly 
because the medical officer now was more ‘aware of its 
existence, or because of the increased emotional tendency 
of the present generation, fostered by the cinema habit and 
the picture paper. 

Squadron Leader M. L. Burvox, R.A.F., said that in 
peace time the flying branch of the R.A.F. was subject 
to stresses in excess of those incurred by the other services, 
and therefore the question ef whether an officer possessed 
a stable and flexible nervous control became of more impor- 
tance. There had been a more or less steady decrease in 
the psychoneuroses in the service since 1921. Among the 
officers, during the past three years, a very much higher 
percentage of cases had occurred in those who, for various 
reasons, were not called upon to undertake flying duties. 
This was explained by the fact that many of these officers 
had previously been engaged on full flying duty, that they 
were often older men with heavy responsibilities, and were 
more likely than the very young men to have intercurrent 
domestic and private worry, and that in the case of Inany 
of them the preliminary medical examination had been less 
strict than for those intended for the flying branch. In 


the assessment of candidates for the flying branch account 
was taken, first, of the personal history, with special 
reference to any nervous symptom; secondly, of the family 
history, as to the incidence of any nervous or mental 
trouble; thirdly, as to the constitutional mental make-up 
of the candidate, based upon his demeanour during exam- 
ination and his proficiency in occupations and sports; and, 
finally, in the absence of any more effective tests, of the 
results of certain physical examinations, such as_ the 
behaviour of the respiratory and cardio-vascular centres 
under stress, the systolic and diastolic pressures, the pulse, 
and the deep reflexes as indicating muscular control. As 
regards the efficiency of these tests, the speaker said that 
it was significant that a very small proportion of officers 
in the flying branch broke down, even under conditions 
of severe stress. With regard to treatment, only selected 
cases of psychoneurosis of emotional origin could be treated 
successfully in the service, owing to the time involved. 
Cases might be patched up, but were liable to recurrence 
under strain. The speaker pleaded for a common nomen- 
clature for use in the services. 

Dr, ALDREN TuRNER, speaking as a member of the War 
Office Medical Board, said that from the cases which came 
hefore the Board it was difficult to obtain a trustworthy 
idea of the incidence of functional nervous disease; for 
although the patients were numerous, they were usually of 
a special character, and were brought before the Board for 
a particular purpose. He thought, however, that hysteria, 
as illustrated by the usual stigmata of paralyses and fits, 
was rare. Many conditions upon the borderline of the 
psychoneuroses might be correctly placed among the minor 
psychoses and anxiety conditions. There had been oppor- 
tunities of seeing in young officers cases of fits certified as 
epileptic developing in special circumstances of mental strain 
and overwork, and probably to some extent aggravated by 
personal habits or climatic conditions. Seizures which owed 
something to this last cause might cease when the officer 
returned home from abroad. The question arose whether 
these cases should be placed in the same category as continuing 
epilepsy, or whether they did not belong to a special class 
of epilepsy having a psychogenic origin, and should be 
treated as a temporary disability. The existence of such 
a group of epilepsies could not be disregarded. In civil 
practice it had to be recognized that patients exhibited 
seizures clinically indistinguishable from ordinary epilepsy, 
as reactions to situations of a purely psychical nature. 
Many such cases might result from an inability to adjust 
to special or unusual conditions, and indicated an in- 
stability in the mental and nervous make-up. He sub- 
divided into three groups the outstanding functional 
nervous disorders observed amongst officers as neurasthenia : 
(1) purely debilitated or nervously exhausted cases; (2) 
cases showing evidence of anxiety, accompanied by charac- 
teristic physical signs; (3) the post-concussional syndrome. 
There was no definite dividing line, but if the origin of 
the nervous breakdown were inquired into, evidence per- 
mitting of some such subdivision would probably be forth- 
coming. Reference had been made to a_ considerable 
increase of functional nervous disorder, particularly neur- 
asthenia, in the army from 1921. It was difficult to 
dissociate this fact from the strain of war service, with 
consequent weakening of nervous and mental resistance. 
Experience at the Board had proved that a number of 
officers who in 1914-18 suffered from some temporary form 
of functional breakdown had a_ predisposition to relapse 
under any special strain, such as an infection, a trauma, 
or even ordinary service peace-time risks. 

Sir Marrnew Fer said that as an administrative officer 
lie was very glad that this subject had been ventilated. It 
was one of the most difficult to deal with, whether from the 
point of view of recruiting, invalidity, or attributability. 
He was prepared to take up the question of inter-service 
terminology. The Army adhered to the last edition (1918) 
of the Nomenclature of Diseases of the Royal College of 
Physiciaus, in which classification there was nothing inter- 
mediate hetween hysteria and psychasthenia, so that, as 
Colonel Kennedy had said, it was difficult to place the 
psychoneurases. If the R.A.F, could produce graduations 
which were tiet printed in the nomenclature there was no 
reason why the army should not accept them, 
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A MATERNITY SERVICE. 
Ar a meeting of the Edinburgh Obstetrical Society held 
on March 15th, with the president, Dr. Hare Frereuson, in 
the chair, Dr. James Youne read a paper on *‘ A scheme 


of maternity service co-ordinating ante-natal, domiciliary, 


and hospital treatment.”’ 
Dr. Young said it was now generally agreed that the high 
maternal mortality and morbidity rates were dependent 
primarily on the inadequacy of the machinery of present-day 
midwifery. The present medical service was wasteful of 
lives and health because the duties of general practice were 
incompatible with satisfactory midwifery. The annual 
death rate among mothers in England and Wales was about 
5 per 1,000 live births. This implied the deaths of about 
3,000 women every year, and, on a moderate estimate, at 
least 30,000 more women annually suffered more or less 
lasting damage from child-bearing and childbirth. The 
best possible results were found where the service was 
conducted by midwives with doctors available for the 
emergencies. The proved advantages of such a combination 
were seen in the practice of the Queen Victoria Jubilee 
Institute nurses in England and Wales and in the outdoor 
practice of the large maternity hospitals, where the death 
rate was very low. An ideal practice in these regards was 
the East End Maternity Hospital in London, where for 
many years the death rate in a total of about 2,000 un- 
selected cases treated annually was under 1 in 1,000—that 
is, about one-fifth of that obtaining over the rest of the 
community. On analysis the low death rate in these 
hospital practices was found in the fact that they were 
managed by self-contained units each serving its own 
district in which the normal cases were conducted physio- 
logically by midwives and in which the ante-natal super- 
vision and the management of the abnormal cases were 
dealt with by the doctors belonging to the service. In this 
way there was a continuity of supervision and control of 
the ante-natal, the domiciliary, and the hospital treat- 
ment of the patients, and of the personnel responsible for 
the services. The system made for a physiological manage- 
ment of the 90 per cent. or thereby of nermal cases, and for 
an early discovery and efficient treatment of abnormalities. 
Dr. Young believed that an adequate maternity service 
was possible only if planned on a national basis, having as 
its object a co-ordination of the activities of the midwife, 
the doctor, the national health insurance, and the local 
authorities, which at present were unrelated and often 
overlapped. This service should work in conjunction with 
voluntary agencies, such as hospitals, and should include 
(1) a midwife for every labouring woman, (2) ante-natal 
supervision in every case, (3) a medical service for complica- 
tions, and (4) the hospital. Pending a national service 
much might be done if local authorities undertook to make 
provision for their own needs. It was important to relieve 
doctors in busy general practice of the duties of mid- 
wifery, and the doctor personnel of the service should con- 
sist largely of general practitioners selected because of their 
special experience and training and of a comparatively 
small number of specialists. Dr. Young thought that in 
every area the ‘‘ unit ”’ system should be aimed at as far as 
possible, for, by ensuring continuity of treatment and 
responsibility, it would lead reciprocally, on the one hand, 
to an elevation of the standard of domiciliary practice, 
and, on the other, to prevention of the tragedies of the 
present-day maternity hospitals. The fact that all cases 
were under the control of the unit from the beginning 
meant that there was no vitiation of the hospital environ- 
ment by the introduction of women with passages infected 
before admission by the injudicious management of some 
outside attendant over whose methods the hospital had no 
control. In this way the atmosphere of the hospital was 
kept secure for clean midwifery. In the East End Mater- 
nity Hospital in London, whose practice was based on this 
system, sepsis had been practically eliminated for many 
years. On the other hand, infection of the normal case 
was ene of the outstanding disadvantages of the present-day 
niaternity hospitals, which opened their doors to clean and 
unclean alike. The recent report of the Scottish Board of 
Health on Maternal Mortality referred to the high death 
rate in maternity institutions in Aberdeen due to this 
contagion, and other writers—for example, Janet Campbell 


—had commented on the same thing. In the Edinburgh 
Royal Maternity Hospital there had been 72 cases of 
puerperal sepsis with 5 deaths amongst normal spontaneous: 
deliveries in four years. Dr. Young referred to the com. 
plexity of the segregation problems which faced every such 
mixed hospital, and raised the question whether, under the 
present unsatisfactory conditions of maternity practice, it: 
might not be desirable to abolish the large mixed hospital 
and, in such districts, to have two kinds of hospital, the: 
one for ‘* booked’? and clean cases—that is, those under 
the supervision of the hospital—and the other for the 
infected or suspect cases. Dr, Young believed that the 
‘suspect ’? cases (for example, the unsuccessful force 
case, the case of placenta praevia plugged before admis. 
sion, and abortions) raised even greater segregation diffi. 
culties than the frankly septic case, and that the tragedies. 
of the hospital sprang chiefly from it. 

Dr. E, Farqunar Murray (Newcastle) read a comple.’ 
mentary paper on “‘ The future of obstetrics, with special. 
reference to the development of a maternity sertice,’”’ which 
is printed this week at page 691. 


LUMBAR SYMPATHECTOMY. 
A MreTING of the Section of Anatomy and Physiology of 
the Royal Academy of Medicine in Ireland was held on 
March 8th, with the president, Dr. W. Fraron, in the 
chair. Professor T. H. Mirroy read a paper on the effects 
of lumbar sympathectomy on skeletal muscle and on 
cutaneous vascular adjustments, 

Professor Milroy, describing experimental work, stated 
that the left lumbar sympathetic cord, between the verite-. 
bral column and the median border of the psoas muscle, 
in the dog was exposed in the usual way by the retro- 
peritoneal route. The large ganglion behind the diaphragm 
was lifted up, a section made just above, and the cord 
freed from before backwards by clean section (without 
stretching) of the rami. The cord was then divided below 
the last lumbar ganglion and removed. The cutaneous 
vascular changes could be easily followed by observing the 
surface temperature changes in the cushion pad of the 
foot by the use of very small surface copper constant and 
thermo-coupies. The couples, opposing one another, applied 
to the cushion pads of the two feet, and any difference 
in the surface temperature was noted before the experi-.° 
ment. This examination was made some days before the 
operation under different conditions of environmental tem- 
perature and exercise. During the operation any tempera- 
ture changes could be readily detected—for example, those 
produced by the handling and initial section, and those 
which occurred subsequent to the operation. <A slight 
fall in temperature followed the initial section, but this 
was succeeded by a gradual slow rise in temperature in the 
pad on the side of the incision. The higher temperature 
on the operated side was observable for very long periods 
after the operation, unless both pads had been cooled down _ 
greatly by exposure to coid. Even when there was no 
temperature difference between the two sides on any par- 
ticular occasion, the absence of the normal cutancous 
vascular adjustments on the side deprived of sympathetic 
control could be readily detected in the following way. 
If the hind leg on the operated side was warmed up to 
35° C. for three minutes, the warm dry coverings were 
then removed, and both limbs were exposed to the room 
temperature (89-129 C.) in a basement, the pad tempera- 
ture on the warmed operated side remained much higher 
than on the other side for at least six minutes, and 
frequently for a quarter of an hour. When the normal : 
limb was tested in the same way the surface temperature 
of the warm pad rapidly fell, so that within less than a 
minute it was normal or subnormal. Subsequently a slight 
rise in temperature, due to increased blood flow, was 
observable. The lack of vascular adjustment on_ the | 
operated side had been quite distinct for three months after - 
the operation, and in the case of a boy, in whom lumbar - 
sympathectomy had been performed two years previously — 
for spastic paralysis, the delay in adjustment was just as 
evident. Changes. in skeletal muscle tone on the sympas~ 


theetomized side were much mere diffieult to detect; no 


difference in gait on the two sides could be detected. ° 
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There was the same resistance to bending, and also 
approximately the same firmness of muscles of the two sides, 
When, however, the dog was kept lying quietly on its back 
with the hind limbs gently supported, there was frequently 
observed, on carefully withdrawing the support, less evidence 
of a locking tonus during the fall in the sympathectomized 
than in the normal animal, Testing by Lapicque’s method, 
the chronaxie values were approximately the same on the 
two sides for the same muscle. The tone of the muscles 
on the sympathectomized side could be as readily raised by 
strychnine as on the normal side. As regards chemical 
changes, so far as the main components which play a 
part in the contractile mechanism were concerned, no dis- 
tinct difference could be made out between the muscles 
of the two sides. The water, glycogen, pyrophosphate, and 
hexose-phosphate percentages were approximately the same 
when identical muscles of the two sides were compared. 
Lactic acid production occurred in the same way and to 
the same degree on the two sides. As a rule the phospho- 
creatine (phosphagen) in the operated side musculature 
was slightly lower and the reaction more alkaline. 


Urea Equilibrium in the Kiduey. 

Professor J. M. O’Connor read a communication on the 
demonstration of a urea equilibrium in the kidney, on 
behalf of Dr. BE. J. Conway, Mr. Moriarty, and himself. 
It was shown that a theory of the secretion of urine put 
forward by one of the authors involved a reabsorption of 
urea from the kidney into the blood, if the concentration 
in the blood of another substance excreted by the kidney 
was considerably increased. A trial arrangement for the 
purposes of the experiment was described, and tests and 
controls were reported, which showed that on an increase 
in the sulphate concentration of the blood, urea was taken 
up by the blood from the kidney. 


TORSION OF THE GALL-BLADDER. 
At a meeting of the Section of Surgery of the Royal 
Academy of Medicine in Ireland, on March 22nd, with 
Mr. R. A. Stoney in the chair, Mr. H. Merapve showed a 
case of torsion of the gall-bladder. 

Mr. Meade said he had only been able to discover twenty- 
three cases of this condition in the literature. The clinical 
details in his case were as follows. 

On Ociober 26th, 1928, he had been called by Dr. H. Byrne 
in consuliaiion to see a woman, aged 36, with an ‘acute 
abdomen.”” She had had no previous illness of any kind. On the 
day before he saw her she had had an attack of severe pain in 
the right hypochondrium while at lunch. It was so intense that 
she sent for Dr. Byrne, but when he arrived the pain had passed 
away. He examined her, with negative results; the abdomen was 
perfectly soft, and was not tender. There was a return of the 
pain the same night, but it had shifted down into the lower 
abdomen. When Dr. Byrne arrived the pain had again vanished, 
and the findings were negative. She was free from pain during 
the rest of the night, but in the morning the pain recurred in 
the right lower quadrant of the abdomen. When Dr. Byrne 
examined -her for the third time he found that the abdomen was 
rigid and tender, especially over the appendicular region; the 
patient’s temperature was normal, and her pulse 30. 

Mr. Meade saw her three hours later. She was somewhat flushed 
in appearance, and had a temperature of 99° F. and pulse 100. 
Her heart and lungs were normal. The abdomen was not dis- 
tended, bui it did not move with respiration; on palpation it 
was rigid everywhere, but most nel we over the appendicular 
region, where she complained-of the pain. Pressure over the 
descending colon caused acuie pain, referred to the appendicular 
region. She was passing flatus, and was not constipated. The 
diagnosis of acute appendicitis was made, and she was transferred 
to St. Vincent’s Hospital, Dublin, where Mr. Meade operated on 
her that evening. 

A McBurney muscle-splitting incision was used, and on opening 
the peritoneum some brownish fluid escaped, similar to the fluid 
occurring with an ovarian tumour with a twisted pedicle. Both 
the appendix and caecum showed signs of peritonitis, but as the 
symptoms were more acute than the condition showed, and on 
account of the brownish fluid, the abdomen was opened again in 
the mid-line. The pelvis was found to be normal, with the 
exception of about four ounces of brownish fluid. The incision was 
#nlarged, and the gall-bladder was seen to be moderately dis- 
tended ; it was soft to the touch, but as black as ink owing io its 
being rotaicd three times on the eystie duct, from right io left. 
The gall-bladder was gangrenous, including the beginning ef the 
cystic duct. The mesentery, which was about one inch long, was 
clamped. and divided. Mr. Meade then clamped the cystic duct, 
removed the gall-bladder, and tied the duct and the mesentery. 

e excised the appendix, fixed the caecum, and closed the abdomen, 
placing a drain through the first incision up to the liver. The 
patient made an uninterrupted recovery. 


The Presipent stated that he had never come across a 
case similar to the one described by Mr. Meade, and did 
not remember ever having noticed, either on the operating 
table or in the dissecting room, a gall-bladder with a 
torsion of this kind. He thought that as a general rule 


diagnosis would be impossible. Mr. H. Stokes said he had_ 


seen cases in which there had been two or three torsions 
before the actual obstruction occurred. 


MILK MIXTURES IN INFANT FEEDING. 
Ar a mecting of the London Jewish Hospital Medical 
Society, on March 14th, Dr. Bernarp Myers read a 
paper on infant feeding. 

Dr. Myers said that general experience strongly favoured 
breast-feeding ; should this source diminish, and the usual 
methods of stimulation of breasts fail to produce sufficient 
supply, the best plan was to give supplementary feeds of 
a milk mixture after each breast feed. When, however, 
the mother’s milk secretion had almost ceased, and more 
especially if it worried her, it was better to give a milk 
mixture at once if a suitable wet-nurse was not obtainable. 
The milk mixture that the speaker favoured consisted of 
certified milk, water, and lactose, and never had any cream 
added; the omission of cream was due to the fact that the 
fat and protein of cow’s milk was never quite so digestible 
as that of human milk. He believed in giving 1.5 per cent., 
and, later, 2.5 or 3 per cent., of fat in a milk mixture, but 
never more, lest dyspepsia should result. He never advised 
boiling or even pasteurizing a certified milk mixture, since 
it should be absolutely safe with ordinary precautions, and 
did not risk the spoiling of the vitamins. If certified or 
Grade A milk was not obtainable, it was safer to have 
the milk just boiled, and to allow it to cool very quickly. 
When the milk could not be digested, and curds formed 
in the stools, citrate of soda placed in each bottle was most 
useful. When the milk supply was not satisfactory it 
was better to use a good dried milk, of which there were 
many brands on the market. Condensed milk as a routine 
was unsatisfactory, though the speaker said he had used 
it in several cases of premature twins for a few weeks only 
with good results. In his opinion it was a good plan to give 
all babies, but especially partly or wholly weaned ones, 
malt and cod-liver oil from the sixth week onwards, and 
orange juice night and morning. Protein milk, and also 
lactic acid milk, had their uses in dealing with fermentation 
troubles in the intestine, but he did not think it a good plan 
to use these foods for too long. Some babies who had hyper- 
secretion of the gastric juice did well with small doses 
of. sodium bicarbonate after each bottle, or added to the 
last part of it. Dr. Myers thought that the proper time 
to wean breast-fed babies was 9 months, since the only 
cases of rickets in babies so fed that he had seen occurred 
in children which had been suckled for more than a year. 
If a baby gained from four to eight ounces weekly, took 
sufficient food and digested it; if it had one to three 
healthy motions daily, slept well, and developed normally ; 
if it had a healthy skin and good general nutrition—the 
baby was all right, and there was no need to worry. If 
illness supervened the nutrition soon suffered. 

Sterility. 
Dr. M. Marcus contributed some observations on sterility 


‘as seen in general practice. He placed the cases of sterility 


seen by the general practitioner in four groups: (1) those 
with no abnormality ; (2) those with irregular menstruation ; 
(3) those with some pelvic abnormality; and (4) those with 
obesity dr some endocrine disorder. He cited a number 
of cases in each group, and showed how frequently women 
were treated at different hospitals by operation and other 
means, without the husband having been examined. in 
many cases the sterility was due to the male, sometimes 
from previous disease, such as gonorrhoea, at other times 
from no known cause—idiopathic azoéspermia, Dr. Marcus 
described the various methods of obtaining specimens of 
the semen, including puncture of the testicle, and indicated 
the precautions necessary for preserving the specimens for 
microscopical examination. He stressed the importance of 
occasionally imparting instruction to patients on the physio- 
logy of marriage, and the need for facilities, in connexion 
with hospital gynaecological departments, for the investi- 
gation and treatment of male sterility. 
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PRINCIPLES OF CLINICAL PATHOLOGY IN 
PRACTICE. 
CurnictaNs may be roughly divided into two groups 


according to their attitude to the pathologist; there are, 


those who would confine him to his laboratory and only 
suffer him to issue reports therefrom, and there are those 
who would entice him to the bedside and encourage him 
to assist in the elucidation of the problems that arise 
there. Dr. Bourne and Dr. Stone belong apparently to 
the first group, but, realizing that it is nowadays impossible 
for the practitioner to assess for himself the value of-many 
special investigations, they have, in The Principles of 
Clinical Pathology in Practice,' put out a guide which 
shall enable all to know when and why laboratory investi- 
gations should be undertaken and what the answers mean. 
Whether bottled fruit is really the equal of the ripe fruit 
off the tree is a question each must decide for himself; 
but all will agree. that it is often a very welcome and 
perhaps sometimes an indispensable substitute; and there 
is certainly room for a book that deals with laboratory 
investigations, as this one does, primarily from the clinical 
point of view. 

The book is divided into eight parts, each dealing with 
one group of disease or one system—for example, specific 
infections, blood diseases, gastro-intestinal system; and 
these parts are subdivided into chapters dealing with 
individual diseases or organs. Each subject is introduced 
with a paragraph headed ‘‘ general considerations,’? which 
gives a short account of the general pathology of the 
disease on which the laboratory investigations are based ; 
these are then enumerated and the information they give 
is explained. The authors’ task is no easy one, for labora- 
tory investigations do not lend themselves readily to an 
answer of yes”? or ‘‘no”’ in their clinical interpreta- 
tion; they merely provide facts that have to be fitted in 
with other facts elicited by other methods. To get over this 
difficulty the authors have included a good deal of clinical 
detail that is not ordinarily found in books on clinical 
pathology, and they have thereby achieved a considerable 
amount of success. As is inevitable under conditions which 
demand some degree of precision, there is a good deal of 
bare statement that will by no means meet with universal 
agreement from pathologists; but on the whole the general 
reader probably gains from being left undisturbed by an 
insistence on the rather numerous exceptions which, though 
‘they may be held to prove the rule, cannot be conveniently 
fitted into the authors’ scheme. The general usefulness of 
the advice on therapeutics is more open to doubt. The 
art of specific therapy is rather too delicate for the bottling 
process, and it is probable that anyone who is not himself 
experienced in it had better apply at first to someone else 
who is. For example, to say that though specific therapy 
in erysipelas is generally considered to have little influence 
on the course of the disease, it is probably wise to use it 
(p. 65), is a vague way of dealing with an intricate problem; 
if specific therapy is to do any good at ail each case must 
be dealt with according to the individual conditions, and 
though it may be successfully treated with stock vaccine it 
cannot possibly be treated with stock advice. 

The last chapter deals in an attractive and stimulating 
way with allergy and allergic diseases. This is not really 
clinical pathology at all, but nevertheless it forms a fitting 
conclusion to a book that will provide many clinical workers 
with much information they would otherwise find it hard 
to come by. An Appendix gives some useful notes about the 
collection of specimens; it would be well to add that the 
wisest plan of all is to communicate first with the patho- 
logist and ask how he likes it done. Two things we hope 
to see altered, for widely different reasons, in another 
edition. The recognition of the Bacillus anthracis in the 
vesicles of an anthrax pustule is certainly not a pyro- 
cedure that requires a properly equipped laboratory; a 


1 The Principles of Clinical Pathology in Practice. By Geoffrey Bourne, 
M.D.Lond., M.R.C.P., and Kenneth Stone, M.D.Oxon., M.R.C.P. Oxford 


Medical Publications. London: Milford, Oxford University Press. 1929, 
Qemy 8vo, pp. x +592; 10 figures. 16s. net.) 


slide, a bottle of stain, and a microscope are all the 
apparatus required, and to wait for more is to lose time 
that may make the difference between life and death, Jy 
former days we used to talk in plain English of “ cutting 
a section,’? modern fashion speaks of a “‘ biopsy”; the 
authors’ phrase ‘* biopsical examination ”’ is an ugly tautg 
logy that should not be allowed to survive. 


THE FUEL OF LIFE. 

Tuts has been called the Mechanical Age. Certainly therg 
is an inclination to assess the progress of man by his ability 
to invent machines to carry on his struggle for existence, 
We feel at home with engines. The vocabulary of mechanics 
and dynamics creeps easily into our general conversation, 
There is no more certain way of persuading the man in the 
street—or, should we rather write, the man in his car?—t 
take an objective interest in his own body than by inciting 
him to compare its parts and their functions with those, say, 
of an internal combustion engine. In The Fuel of Life} 
therefore, Professor J. J. R. Mactrop has chosen a title 
which will at once attract interest and convey a definite 
meaning. A generation which displays greater concern for 
the fluctuations of the petrol market than for the price of 
bread may be expected to have definite ideas about the 
properties of fuel. Lest these reflections might mislead the 
reader, we should hasten to add that Professor Macleod’s 
book is not a popular exposition’ of physiology written in 
the form of a topical allegory. ,Rather is it a learned and 
critical discussion of a restricted metabolic problem which 
invites the serious consideration of the author’s colleagues 
in physiology. At the same time the title conveys its 
general appeal with intent. Professor Macleod has 
developed his argument with a simplicity and clarity of 
description which seeks to make it understandable not only 
to the academic physiologist, but to that larger audience 
whose concern is with the practical application of the prin. 
ciples of physiology to the care and repair of health, 

The author is not, as a matter of fact, concerned with 
the mechanics of the animal machine, but with the special 
problem of the chemical nature of the fuel which yields 
the energy for vital activities. In the plant it is generally 
agreed that the three chief nutrient materials—protein, 
carbohydrate, and fat—are freely converted into one 
another. In the animal economy, on the other hand, a 
body of evidence has accumulated in favour of the view 
that fat is not converted into carbohydrate, although, of 
course, the reverse process is a fact of universal expe- 
rience. Since both fat and carbohydrate are undeniable 
sources of energy, it follows that these two materials must 
follow independent metabolic routes. How decided has this 
opinion become is witnessed by the words of Graham Lusk, 
that great student of nutrition, who has written “ one by 
one the bulwarks of the doctrine of the conversion of fat 
into glucose have been shattered, and it may now be 
relegated to the realm of scientific superstition.’’ 

Professor Macleod brings the whole subject under renewed 
scrutiny. As a result he concludes that the defences have, 
in fact, withstood the assaults rather well. Indeed, he is 
persuaded that the attack has served only to betray the 
inherent weakness of the attackers’ position. He trges 
that much of the experimental evidence upon which has 
been built the case against the conversion of carbohydrate 
into fat does, when re-interpreted in the light of modern 
knowledge of metabolism, actually establish the thesis that 
glycogen must arise from fat under a variety of conditions. 
This argument involves a review of much of the older 
work, together with many recent contributions, chiefly from 
the author’s own laboratory, upon such subjects as the 
respiratory exchange in starvation, in spontaneous and in 
experimental pancreatic diabetes, the changes in metabolism 
under the influence of insulin, adrenaline, and phloridzin, 
and in isolated tissues. In particular, Professor Macleod 
insists upon the fallacy of the prevalent assumption that 
the tissues of a diabetic animal are unable to metabolize 
sugar. This assumption is entirely without direct proof. 
A final chapter discnsses the possible positions of 


2 The Fuel of Life. Vy Jolin James Rickard Macleod, M.B., LL.D., D. 
F.R.S. Princeton: Prineeton University Press; London: Milford, Oxfo 
University Press. 1928. (Med. 8vo, pp. ix + 147; 12 tables, Is, 6d. net.) 
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acetaldehyde, dihydroxyacetone, and other hypothetical 
substances of unknown structure in the catabolic path of 
carbohydrate. 

It is not for the reviewer to sit in judgement upon the 
evidence in the case, even were his verdict to have the 
weight of authority. Sufficient is it to affirm that the 
argument has been conducted with discretion, power, and 
a wide knowledge of the problem. 


SINUS THROMBOPHLEBITIS. 

GENERAL sepsis originating in suppurative disease of the 
middle ear is one of the most important complications of 
otitis media. It is especially so because of its frequency 
and the difficulty of diagnosis, and because the appro- 
priate treatment can in many cases avert a fatal issue 
with complete restoration to health. Its importance, there- 
fore, justifies the lordly volume entitled Sinus Thrombo- 
phlebitis,° in which Dr. ALFRED Braun of New York has 
given a complete account of the subject. The actual prin- 
ciples of surgical treatment in the established condition 
have not perhaps made any fundamental advance since the 
late eighties; but in knowledge of its pathology, and in 
the clinical studies which have shown the way to its early 
diagnosis, there has béen great progress; and, as effective 
treatment is closely dependent on these, the surgery of this 
‘condition has thus advanced pori passu with pathology 
‘and diagnosis. A large part of the book is devoted to the 
development and anatomy of the venous sinuses. This 
‘contains many important points of surgical anatomy, which 
escape attention in ordinary anatomical textbooks, or at 
any-rate their importance is not emphasized. Anatomical 
connexions and variations here play an essential part in 
the pathological conditions when disease occurs, and this 
aspect receives proper notice. Of the chapters relating to 
pathology, symptoms, and diagnosis, and finally to treat- 
ment, it is only necessary to say that the whole matter is 
presented in an exhaustive fashion; the essentials are 
studied minutely, while the extremes, both of theory and 
practice, to which this form of disease is peculiarly sub- 
ject, ave handled with brevity and moderation. Every 
surgeon who devotes his attention to the ear or the head 
and neck in particular should be grateful to Dr. Braun for 


this magnificent volume. 


A PRIMER FOR DIABETICS. 


A Patient’s Manual of Diabetes,’ by Dr. Hersert Moxon, 


is primarily intended for the information of the patient 


. suffering from diabetes, and is based on a course of lectures 
_to nurses delivered at the Perth Hospital, Western 
Australia. The author’s aim is to give the patient a 


mental picture of his disease which will never be for- 
gotten. With this object in view there are two’ chapters 
describing respectively ‘‘ How the human engine works 
in health’? and ‘* How it works in diabetes.’’ The physio- 
logical and pathological facts are set out in simple terms, 
so that if a patient is really interested (and no doubt 
some are) he may be better able to grasp what insulin can 
do for him, and why he must, even with insulin, keep 
strictly to a prescribed diet. The author next gives a 
short description of the symptoms and complications of 
diabetes, followed by three chapters on the principles of 
diabetic dietetics. In these chapters Dr. Moxon recom- 
mends chiefly the rules laid down by R. D. Lawrence, 
G. A. Harrison, and H. MacLean. The book includes also 
instructions for the administration of insulin and for 
urine testing. As a whole the book is well arranged and 
Dr. Moxon appears 
to adhere to the method of a preliminary starvation of his 
patients, a plan which many authorities now consider 
unnecessary and even inadvisable. He gives expression to 
a grave warning on the dangers of pregnancy for a 
diabetic woman, even if treated with insulin. Yet it seems 


3 Sinus Thrombophlebitis: Inflammatory Diseases of the Venous Sinuses 
of the Dura Mater. By Alfred Braun, M.D. New York: P. B. Hoeber, 
Inc.; London: Milford, Oxford University Press. 1929. (Imp. Byo, 
PP. Xiv + 269; 111 figures. £2 12s. 6d. net.) 

‘A Patient's Manual of Diabetes. By Herbert W. Moxon, M.R.C.S., 


Sen} London : H. K, Lewis and Co., Lid. 1929. (Cr. 8vo. pp. xii + 132. 
et. 


likely that an increasing number of women will pass safely 
through the dangers of childbirth, in spite of diabetes, 
provided insulin is scientifically employed. But these are 
minor criticisms; the book is written on sound lines and 
will prove helpful to these for whom it is intended. 


BLOOD EXAMINATIONS. 
Dr. D. Warsamy has produced in Eramen du Sang® a 
comprehensive  guide-book to the numerous laboratory 
methods which may be used to determine the histological, 
chemical, and serological constitution of the blood in health 
and disease. In the 472 pages there is much informa- 
tion that will be useful to the clinical pathologist. The 
arrangement of the book is awkward, involving much 
repetition and overlapping; it is a pity that the author 
has felt moved to include descriptions’ of methods and 
apparatus (with figures) which are now only of slight 
historical interest, and not employed in modern labora- 
tories. Several methods for the estimation of haemoglobin 
are described, but Haldane’s modification of Gower’s 
haemoglobinometer, much used in this country, is not 
mentioned. The direction for the enumeration of platelets 
is scanty and the technique is not sufficiently detailed; 
there is no notice of the influence of operations or of 
splenectomy on the platelet count. The use of the word 
‘** monocyte ’? as a synonym for ‘‘ red cell ’’ is possibly an 
error. There is no mention of the presence of poly- 
chromasia in healthy blood, and no reference to the ‘‘ reti- 
culocytes ’’? so much noted nowadays in connexion with the 
liver treatment of pernicious anaemia. The statement that 
in pernicious anaemia dwarf (‘‘ nains’’) cells predominate 
is, of course, not correct. In this account of the poly- 
morphonuclear leucocyte Dr. Warsamy makes no mention 
of Arneth’s classification of the nuclei, or of Schilling’s 
haemogram. Under the section of microbiology there is 
much description and technical detail (for example, 
preparation of media), which belongs to textbooks of 
bacteriology. 
THE TREATMENT OF THE CRIMINAL. 

In the Journal of September 22nd, 1928, there was an 
obituary notice of Dr. ALBERT Witson, who was the author 
of a number of books and papers bearing on the subject 
of criminology and some of the psychological aspects of 
medicine. During the great war, though past the age of 
60 vears, he served with the French Red Cross, and issued 
some papers relating to military medicine and surgery. 
Two days before his death he had finished correcting the 
final proofs of a further volume, which has now been 
published under the title of The Child of Cireumstance: 
the Mystery of the Unborn.® In addition to the author’s 
preface, it contains a short notice of the life and work 
of Dr. Wilson, and two ‘ forewords,’’ one by the Rev. 
Dr. R. J. Campbell, and the other by Dr. J. 8. Bolton, 
professor of mental diseases in Leeds University. Dr. 
Wilson’s own statement of his book is that ‘‘ the aim is 
to deal with the criminal from a scientific point of view, 
to ask what he is and why he is.”’ It can scarcely be 
claimed, even by those to whom the personality of the 
author made the strongest appeal, that the result is 
commensurate with the aim. In the obituary notice above 
referred to we said that his first book ‘‘ though readable 
and provocative of thought, and revealing deep sympathy 
with socjal misfits, inclined somewhat towards dogmatic 
statements on matters insusceptible of proof.”’ The same 
phrase can truthfully be applied to his last book. It may 
perhaps be best described in Dr, Campbell’s words as “ a 
presentation of kindly and instructive recollections of past 
events and scenes in a varied professional career,’ and it 
is certainly, as Dr. Bolton says, ‘‘a-work inspired by 
earnest and lofty motives.’’ It is, however, very miscel- 
laneous and disconnected. It contains a number of studies 
of individual criminals and delinquents, and of cases of 
double or multiple personality, some of which came under 
the personal observation of the author, but others of which 


5 Framen du Sang. Par Dr. D. Warsamy. Paris: E. Le Frangois. 
1928. (64 x 10, pp. viii + 472; 44 figures, 2 plates. 50 fr.) 

6 The Child of Cirenmstance: the Mystery of the Unborn. By Albert 
Wilson, M.D.Ed. London: J. Bale, Sons and Danielsson, Ltd. 1928, 
(Demy 8vo, pp. xx + 420; 67 illustrations. 15s. net.) 
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are the staple cases of medical literature. There are 
chapters of some interest dealing with penal methods in 
Holland, Belgium, France, Germany, Spain, and America, 
both North and South. In addition, there are remarks, 
either collected into specific chapters, or scattered through- 
out a number of chapters, on sex and brain physiology, on 
heredity, on normal and abnormal psychology, on Freud 
and psycho-analysis, on the virtues of capital punish- 
ment and flogging, on Elizabeth Fry and John Howard, 
and, delightfully but quite inconsequentially, on Quakerism 
and on Lord Lister, of whom the author was a pupil, 
and to whom, as ‘‘ my beloved chief,” the book is dedi- 
cated. Throughout several of these sections one cannot 
escape the suspicion, often amounting to a conviction, 
that the facts given would not survive legal cross-examina- 
tion or strictly scientific research; and it is certain that 
Dr. William McDougall and others would repudiate the 
views and ideas and teaching with which they are credited. 
It must be admitted, then, that the book is unreliable as a 
guide to the subjects with which it deals, but substantial 
parts of it are useful and interesting, and the whole is 
obviously the work of ‘a man of very generous instincts, 
whose innumerable acts of kindness were done in the most 
unobtrusive and self-effacing manner.” 


ANNALS OF MEDICAL HISTORY. 

Wirn the January number the first volume of the new 
series of the Annals of Medical History’ begins. It is 
somewhat smaller in size and will in future be issued six 
instead of four times a year. The cover bears the portrait 
of Nicolaas Tulp (1593-1674), burgomaster of Amsterdam 
and lecturer on anatomy, in which capacity he lives in 
Rembrandt’s famous picture of the ‘‘ Anatomical Lecture”’ ; 
he is referred to in an appreciation of the medical pro- 
fession and the divine origin of medicine by Professor H. 
Burger, also of Amsterdam, who displays a remarkable 
and gratifying acquaintance with the works of British 
writers. The frontispiece represents William Cheselden 
(1688-1752), whom Mr. Mortimer Woolf mentions in ‘“‘ Some 
Personalities of the Hunterian Epoch,” his presidential 
address to the Hunterian Society of London in 1927. Two 
fine addresses delivered in connexion with the tercentenary 
of the publication of Harvey’s De Motu Cordis occupy 
rather less than half this instalment; the first, by Dr. 
Alfred E. Cohn of New York, was given on ‘‘ The Develop- 
ment of the Harveian Circulation ’’ before the Harveian 
Society of New York; the second, by Dr. E. B. Krumbhaar 
of Philadelphia, is based on the tercentenary exhibit of 
Harveiana by the College of Physicians of Philadelphia 
on March 22nd and 23rd, 1928, and deals with some bio- 
graphical matters pertaining to the discovery of the circula- 
tion of the blood. The list of these possessions shows how 
rich the Philadelphia College is in Harvey relics, largely 
due to the activities and help of the late Dr. Weir Mitchell. 
In memory of William Potter, who for thirty years was 
president of the Board of Trustees of Jefferson Medical 
College, an annual lecture has been established, the first 
of which was delivered in Philadelphia on April 25th of 
last year by Sir StClair Thomson. Taking as his subject 
the strenuous life of a physician in the eighteenth century, 
this former president of the Medical Society of London 
discourses pleasantly on its founder, John Coakley Lettsom, 
and includes, among other well-executed illustrations, a 
map of Pennsyivania showing the districts called Lettsom 
and Fothergill. Dr. Burton Chance of Philadelphia gives 
an account, based on personal knowledge, of Squier Littell 
(1802-86), now almost forgotten, but deserving a better 
fate as one of the founders of ophthalmology in America. 
The activities of Martin Lister (1638-1712), zoologist, 
physician to Queen Anne, and a benefactor to the Ashmolean 
Museum at Oxford, are described by Mr. S. Wood, who 
appends extracts of medical interest from Lister’s ‘‘ Journey 
to Paris in 1688.” After a scholarly editorial on ancient 
herbals there are a number of reviews of books, which, as 
usval, are well worth reading. 


7 Annals of Medical History. New Series, Vol. I, No. 1, January, 1929, 
Edited by Francis R. Packard, M.D. New York: P. B. Hoeber, Inc. ; 
London: Bailliere, Tindall and Cox. 1929. (Imp. 8vo, pp. 126; illus- 
trated. Subscription in Great Britain £2 Ss. per volume of six numbers.) 
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Dr. ArcurBaLD Mattocu, who was inspired, like many oth 
by the late Sir William Osler with a devotional spirit for 
medical history and is now librarian of the Academy of Medi. 
cine, New York, gave a tercentenary address on Willian 
Harvey® to a joint meeting of the Harvard Medical Society 
and the Boston Medical History Club, held at the Peter Bent 
Brigham Hospital, with Professor Harvey Cushing in the 
chair. Reprinted from the American Journal of Surgery, 
this well-written and (as would be expected from Paul B, 
Hoeber’s publications) appropriately illustrated address tells 
the story of Harvey’s life and work, giving a human touch 
by a short account of his eccentricities. While paying a tribute 
to Sir D’Arcy Power’s standard life and the late Sir Norman 
Moore’s notice in the Dictionary of National Biography, Dr. 
Malloch has performed the now difficult task of adding some. 
thing new to this much celebrated subject; he shows that 
Wilhelm Fitzer of Frankfurt, who published the original 
edition in 1628 of the Hxercitatio Anatomica de Motu Cordis, 
was an Englishman, and raises the possibility that the poor 
paper on which the first edition was printed was a result of 
the Thicty Years War. The address is most conscientiously 
documented. 


The 1929 edition of the Yearbook of the Universities of the 
Empire,® edited by T. 8. Srertinc, M.A., and published for the 
Universities Bureau of the British Empire, in ferm and contents 
closely resembles the issues of previous years. It comprises 
concise summaries from the calendars of seventy British univer. 
sities, eliminating strictly local matters, and presenting informa. 
tion of more general interest. In relation to each university 
it gives an account of its curriculum, degrees, diplomas, fees, 
residential accommodation, libraries, and museums, and publishes 
a complete staff directory. Appendixes include guides to the 
conditions governing admission to various “ranggren and 
careers; lists of university scholarships, fellowships, and grants 
for research; lists of professional schools, of the universities 
of the United Kingdom, and the distribution of subjects in 
which these universities severally may be said to specialize; 
lists of centres of research outside the universities; and a 
statement as to the conditions of admission of students from 
abroad into universities of the United Kingdom. A further 
— records the titles of theses accepted for the doctorate 

egree. 


The forty-fifth annual issue of the Year-Book of the Scientific 
and Learned Socicties of Great Britain and Ireland® comprises 
a record of the work done in science, literature, and art 
during the session 1927-28 by numerous societies and Govern- 
ment institutions. In form it resembles its predecessors, giving 
in relation to each learned society or institution a list of 
its officials, publications, and meetings, followed by a list of 
lectures and papers read before the society in the course 
of the session. In the section on medicine are included lists 
of papers issued by the Ministry of Health, the Medical 
Research Council, the British Medical Association, and the 
various medical societies. The publishers announce that in the 
next issue of the Year-Buok they intend to mention only 
papers which, having been printed, have become available for 
reference. 


Pleasantly written and with many illustrative examples to 
emphasize the conclusions, Dr. E. Marron Cox’s volume in 
the Mental Handicaps Series, edited by Dr. T. B. Hyslop, deals 
with J/cental Handicaps in Literature.1! The lets and hindrances 
which may obstruct the literary creative mind in its attempts 
at self-expression include, of course, bad heredity, alcohol 
and narcotics, the toxins of disease, poverty or riches, the 
mental atmosphere of the period, and writing for the daily 
piess. Heredity, it is pointed out, is chiefly concerned in the 
transmission of a nervous state that may manifest itself in 
verious forms of hypersensitiveness ; some of these are definitely 
neuropathic, but others enable the poet, painter, or musician 
to achieve success. The frequent use of any narcotic or 
stimulant brings about in the long run a greater or less degree 
of physical deterioration of body and mind, but under medical 
control Dr. Cox admits that their use may be beneficial. With 
regard to the possibility that. the toxaemia of chronic tubercu- 
losis may stimulate literary briiliancy a caution is thrown out 


8 William Harvey. By Archibald Malloch, M.D.McGill, M.R.C.P.Lond. 
New York: P. B. Hoeber, Inc.; London: Milford, Oxford University 
Press. 1929. (Post 8vo, pe: xi + 103; 10 plates, 3 figures. 7s. 6d. net.)° 

*The Yearbook of the Universities of the Empire, 1929, Edited by T. 8. 
Sterling, M.A. London: G. Bell and Sons, Ltd. 1929. (Cr. 8vo, pp. xiv 
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10 The Year-Book of the Scientific and Learned Societies of Great 
Britain and Ireland. Forty-fifth annual issue. London: C. Griffin and 
Co., Ltd. 1929. (Demy 8vo, pp. vii + 420. 18s. net.) } 
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a foreword by Theo. B. Hyslop, M.D. London; Baillitre, Tindall and Cox 
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that this is unlikely to counterbalance the handicap in other 
directions. Dr. Hyslop provides a scholarly and philosophical 


foreword. 


' mpaign to eat more eggs has found a capable exponent 
Me, James’ GATECLIF, who has written a pamphlet entitled 
Eyg3: A Treatise on their Food Value,'* ‘ dedicated to the 
housewives of England.”” Dr. G. Clark Trotter, who contvi- 
butes a preface, points out that under the Sale of Food Order 
(1921) it is no offence to label foreign eggs with the sword 
“English so long as the words fresh or new-laid ’’ are 
omitted. He suggests that some cases of egg idiosyncrasy may 
perhaps be explained by the fact that the subjects have seldom 
or never had a really new-laid egg. The pamphlet contains 
sections on the food value of eggs, on the differences between 
British and imported eggs, and on methods of testing eggs for 
age. Mr. Gatecliff is anxious to free England from the 
“foreign yolk,”’ and believes that an egg (English new-laid) 
a day will keep the doctor away. 


12 Eggs: A Treatise on their Food Value. By James Gatecliff, B.B.C. 
Lecturer. Birchington, Kent: James Gatecliff. Price 6d. 


PREPARATIONS AND APPLIANCES. 
BacILLUS ACIDOPHILUS THERAPY. 

strorD acidophilus bacillus blocks are designed to provide a 

and sortable method for carrying out B. acidophilus 
apy. 

tithe abject of this therapy is to suppress the growth of undesir- 
able and toxic micro-organisms in the colon by encouraging the 
growth of the harmless B. acidophilus. Metchnikoff first drew 
general attention to the virtues of sour milk therapy, and sub- 
sequent research has shown that the beveficial effects of this 
treatment depend on the establishment of B. acidophilus as the 
dominant organism in the colonic flora. 

Each block contains 150 billion living acidophilus bacilli of the 
¥ type-at the time of preparation, and it is estimated that at 
the expiration date marked on the packages 10 billion will still 
be viable. The blocks are made up with agar, and contain a 
certain quantity of milk sugar. They are coated with chocolate 
to prevent desiccation and to render them palatable. The dose 
recommended is 2 to 4 blocks a day for an adult. This treatment 
should be supplemented with lactose, which can be taken pure, or 
can be obtained from milk or fruits. ; . 
‘The makers (H. K. Mulford Company Lid.) claim that their 
preparation constitutes the most convenient, attractive, palatable, 
and economical way of taking the acidophilus treatment. 


A LavaceE APPLIANCE. 
Mr. Hugh E. Jones (Liverpool) writes: Unless a gravity douche- 
can is used, lavage of the accessory sinuses requires the patient, 
the nurse, and the surgeon 
between them to hold a 
syringe, and two more or 
less clumsy vessels—namely, 
the lotion vessel and the 
receiver. 

The apparatus here illus- 
trated is an attempt to over- 
come these. difficulties by 
combining the lotion holder 
and the receiver in one 
appliance. The can is held 
by the patient, and the 
surgeon or nurse has_ both 
hands free to control the 
cannula and the ‘syringe, 
which is securely held to 
the can by its detachable 

‘fastener. An assistant is rot 

required, and, if necessary, 
the patient, by placing the 
can on the table, is able 
to perform the lavage un- 
aided and in comparative 
comfort. If preferred the 
Higginson syringe may be used without the clip, which is detach- 
able. The apparatus, which in the illustration is shown propor- 
tionately too large, can be used equally well for lavage of the eyes, 
ears, or any other part of the body. It has been made for me 
by Messrs. Mayer and Phelps. 


Acetyt 

Acécoline is a French preparation of acetyl-choline hydrochloride 
which is marketed in this country by the Anglo-French Drug Co., 
Ltd. Acetyl! choline is an extremciy powerful stimulant of the 
parasympathetic system. <A dose of one-thousandih of a — 
given intravenously in cats prodvccs a measurable fall of blood 
pressure. The drug produces little or no action when given by 
the mouth, and the action when given intravenously is far too 
Violent to be safe; therefore it is recommended for subcutancous 
or intramuscular administration. The dose recommended is 20 to 
200 mg. The effect of the drug in animals is to preduce a very 
pote but transient stimulation of the parasympathetic system. 

he reason for the transient action is that the drug is destroyed 
after contact with the blood fer a few scconds. The vendors 
recommend acécoline for use in a large variety of conditions, 
including hypertension and a condition they term hypovagotonia 


THE ORGANIZATION OF A MATERNITY 
SERVICE.* 
BY 


E. FARQUHAR MURRAY, M.D., F.R.C.S., 


HONORARY ASSISTANT GYNAECOLOGIST, ROYAL INFIRMARY, NEWCASTLE- 
ON-TYNE. 


Tue problems of maternity provide the greatest possible 
scope for organized preventive medicine. By means of an 
adequate maternity service many of the deaths and much 
invalidism resulting from the so-called ‘ physiological 
process ’’ of childbirth could be avoided. 

The main criticism of the present system is that essential 
services are not available for many patients of the indus- 
trial class. The service rendered by a maternity hospital 
to such patients may be taken as an index of the essential 
requirements. It provides the following: (1) ante-natal 
supervision ; (2) during the confinement, which takes place 
urder the supervision of a midwife, clean surroundings, 
and an abundance of surgica! dressings and lotions; (3) a 
doctor, who is on call to assist delivery, to repair lacera- 
tions, or to deal with complications; (4) good nursing; 
(5) post-natal supervision ; (6) consultant services. Patients 
who have neither hospital facilities nor the means of 
obtaining the necessary assistance must be provided for, 
and it is for them that a maternity service should be 
organized. 

Good nursing, the first essential of an efficient service, 
will never be obtained so long as handywomen are tolerated. 
Many patients cannot afford to pay for the services of a 
midwife as well as a doctor. In some districts the midwives 
are idle while handywomen flourish, and in others there 
are no midwives. For this state of affairs the profession 
is not to blame. The majority of patients would prefer to 
be under the care of a doctor, and we believe, and impress 
on our students, that medical supervision is necessary. As 
it is, many doctors working with handywomen are’ having 
a demand made on their time and energy for a most inade- 
quate reward. Some doctors, indeed, refuse to attend 
a case unless a midwife is engaged as well, but it must be 
difficult to make this an inflexible rule. There are dis- 
advantages to the patient both when the docter works with 
a handywoman and when the midwife works on her own. 
In the former case the patient is denied trained nursing, 
and in the latter proper supervision. Midwives—either 
individually or as a team—should work in co-operation with 
a doctor; it is absurd to regard their book of rules as a 
substitute for medical supervision. 

A maternity nursing service should be organized under 
direct medical supervision, and trained nursing should be 
placed at the disposal of a doctor whose patient is unable 
to make the necessary provision herself; the present almost 
independent position of midwives is not to the public 
welfare. As a temporary measure in teaching centres the 
pupil midwives, who are under the supervision of a trained 
midwife, might be brought into the service. By this means 
dectors would have nursing assistance and pupil midwives 
would gain experience, part of which the Central Midwives 
Board might very well allow to count for their qualification. 


The Essentials of Maternity Care. 

The following help would be given to the profession: 
(1) Urine specimens would be tested and visits paid to the 
patients ‘to ensure that they were carrying out the rules 
of hygiene during the ante-natal period. (2) During the 
course of labour intelligent messages would be sent when 
a doctor’s services were required, whether to assist the 
delivery, to deal with complications, or, should delivery 
have taken place during his absence, to repair lacerations. 
(35) Efficient nursing during the puerperium, (4) Addi- 
tional service in cases of emergency, or for the relief of a 
nurse who has been without sleep for an unreasonable 
period, or for providing special nursing—as, for example, 
may be required in the after-care of lacerations which were 
threatening to become septic. 

Such a nursing service would be a boon to the patients, 
to the profession, and to the midwives themselves. It would 


* A paper read before the Edinburgh Obstetrical Societv. March 13th, 1929, 
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guarantee to the latter constant employment, and almost 
certainly a better remuneration than they have at present. 
Under the supervision of a sister midwife it would ensure 
the maintenance of accurate temperature charts, and thus 
lead to the earlier recognition of the onset of inflammatory 
processes. The nurses would report the presence of a 
temperature to the sister midwife, who would at once 
inform the doctor. The present system of allowing a mid- 
wife full charge (subject to her rules) is fundamentally 
wrong, and it will never be righted until there is properly 
organized medical supervision of this branch of nursing. 

Surgical dressings and lotions, available in good-class 
practice and. in maternity hospitals, are often scant or 
absent in industrial practice. Such dressings should be 
supplied to the poorest patients free of charge; to others, 
according to their means, for part or the whole of the cost. 
The appropriate dressings would be accouchement sheets, 
wool, binder, diapers, and towels. A special package con- 
sisting of a pair of sheets might be available for use during 
the puerperium. The dressings would be sterilized, and the 
nurse would be responsible for any that should be returned, 


Ante-natal Supervision. 

The value of this ante-natal care cannot be over- 
estimated. It is one of the blots on the present system 
that a number of women with the most flagrant pelvic 
contractions and obvious malpresentations are often well 
advanced in labour before the abnormalities are recognized, 
or that renal complications, readily detectable in the course 
of routine ante-natal examination, should be allowed to 
develop until the patient is admitted to a maternity 
hospital in a moribund condition. Ante-natal care, the 
very essence of intelligent midwifery, must he available for 
every pregnant woman, and clinics at which such care can 
be given are required above all by the doctor in industrial 
practice. Ante-natal examinations take more time than 
the busy doctor can spare during his ordinary consulting 
hours, and, in any case, prospective mothers would prefer 
not to take their place in a waiting room filled with 
patients of both sexes. The alternative of conducting the 
examination in a working-class dwelling is hardly better. 
The existing ante-natal centres provide examination rooms, 
with nurses in attendance, for a type of investigation about 
which women are very sensitive; the examination in the 
vast majority of cases is abdominal, but women know that 
a vaginal examination may be made. There is privacy, 
and only one sex is present. 


The Function of the General Practitioner. 

The staffing of the centres is so far variable. Specialists 
and whole-time officers figure prominently, and both have 
done invaluable work. Ante-natal care is, however, the 
business of the general practitioner. Child-bearing is re- 
sponsible for much ill health, and it is weil known how 
pre-existing constitutional disease may influence the preg- 
nant state. Those who are responsible for the medical 
care of potential mothers and are engaged in obstetric 
practice should also be responsible for their welfare during 
all the phases of maternity. Doctors who practise in the 
area and are called in by the midwives should, as soon as 
it can be arranged, be on the staff of the ante-natal centres. 
If valuable clinical experience provided by the centres is 
absorbed by specialists and whole-time officers it will he 
seriously detrimental to the efficiency of those engaged in 
general practice. Doctors, moreover, have hitherto been 
denied supervision of cases attended by midwives unless 
the midwife has called them in. Now that ante-natal 
centres are being established there is a tendency for whole- 
time officers and specialists to deal directly with the mid- 
wives, this again excluding the doctors from their proper 
place in maternity work. 

In every area, however, there are many doctors who are 
keen and competent to do the work of the centres. Their 
appointment might he made contingent on the possession 
of some agreed qualification—for example, a diploma in 
obstetrics, or evidence of post-graduate study, or of a period 
of residence in a maternity hospital. There is no valid 
reason why the clinics should not be conducted by several 
doctors working on a time-table of attendance and a 


suitable system of reliefs. Whole-time officers may very ’ 


properly be in charge when, for geographical reasons, jt 


is not possible to obtain the necessary medical supervision - 


locally, or during periods of epidemic when doctors arg 
overwhelmed with urgent work. 


Details of Organization, 
An organized maternity service for the industrial class 


would work somewhat as follows: (1) Each woman would 


select one of the doctors on the obstetric panel and would 
enter her name at the nursing centre. (2) The doctor 
selected would interview the patient in his consulting roem, 
investigate any complaint, and instruct her in the ante. 
natal routine; (3) the nursing service would arrange for the 


routine urine testing and health visits. (4) The ante-natal ; 


examination would be made either at the patient’s house 
or at a centre; in the former instance the nursing service 
would co-operate. (5) Patients would have indicated before 
the onset of labour if they wished the doctor to be present 
at the confinement or merely be on call if required; in 
the former instance the doctor would receive accurate 
rep8rts from the midwife, and in the latter he might not 
be required at all. (6) Certain routine visits would be. 


‘paid during the puerperium. (7) The total demand made 


on a doctor would in many cases consist merely of a few 
routine visits, and if more active assistance were required, 
especially at night, his expenditure of time and energy 
would be reduced to a minimum. 

The practical side of midwifery must be as highly organ- 
ized as possible. Handywomen are responsible for many 
false calls, hurried labours, and much bad nursing. They 
must be abolished and the maximum of trained nursing 
assistance placed at the disposal of the profession. Con- 
sultant services should be available during the whole of 
pregnancy and the puerperium for patients who cannot 
afford a private consultation. It has been arranged that 
women who have midwives to attend them can have the 
services of a medical practitioner at all stages; there is no 
reason why consultant services should not be available also, 
Expert opinions in puerperal pyrexia can be obtained in 
many areas and on ante-natal conditions in others, but so 
far no provision has been made to give doctors expert 
assistance during labour. In large industrial areas an 
emergency service should be organized. This would provide 
at short notice a nurse, blankets, hot-water bottles, trans- 
fusion apparatus, solutions, and, if necessary, a specialist. 
There are many conditions in which, instead of rushing 
a shocked and collapsed patient to hospital for nursing and 
specialist aid, the specialist and nurse should be rushed 
to the patient. The failure of many of the smaller hos- 
pitals to provide beds for maternity cases often forees 
doctors to deal with major surgical problems in unsuit- 
able surroundings, or to lose much valuable time by send- 
ing their patients on a long journey to a_ maternity 
hospital. 


General Conclusions. 

The cost of many of these suggestions can be met without 
making any, or, at most, only reasonable, demands on the 
State or the approved societies. The majority of patients 
under discussion try to meet the expenses incurred by 
means of a maternity benefit. This benefit is paid with 


equal readiness in successful cases, in cases in which the. 


child is stillborn, or in which the mother dies of puerperal 
sepsis. Such a reward may be called a maternity benefit, 
but it certainly does not benefit maternity. A_ benefit 
to be of any real value should stipulate and make pro 
vision for medical supervision and nursing. 

Criticism is always rife when suggestions are made that 


all is not well with the present system. Women have been 


delivered, and have made excellent recoveries, in the most 
squalid surroundings and without any medical attention. 
This is a commonplace, otherwise the nation would have dis- 


appeared long ago. The profession cannot allow the con-| 
tinued high mortality and morbidity rate to become a) 
commonplace ; it is a dread reality. If, as a profession, we | 


allow the public to believe that a handywoman can provide 
adequate nursing service, or that we approve of the in- 
dependent action of midwives, any efforts to improve the 
maternity service will be futile. 
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RECURRENT TOXAEMIAS OF PREGNANCY. 
Our ignorance of the toxaemias of pregnancy is shown 
by the fact that there is at present no general agree- 
ment as to their classification. All workers, indeed, 
concur in differentiating pernicious vomiting, acute 
hepatic atrophy of pregnancy, and eclampsia; but 
the cases in which albuminuria, unaccompanied 
by convulsions, appears during the,later months of 
regnancy are the despair of the systematist, and are 
likely to remain so until more definite insight into their 
etiology has been gained. 

Stander, in the elaborate monograph on _ the 
toxaemias of pregnancy which constitutes the current 
number of Medicine, recognizes, in addition to the 
three above-mentioned types of toxaemia, ‘“low 
reserve kidney,’ nephritis complicating pregnancy, 
and pre-eclampsia. ‘Though some purists may object 
to the application of the term ‘‘ pre-eclampsia ’’ to a 
state in which convulsions do not necessarily develop, 
the term has its value in keeping before our minds a 
potential danger. A patient in the later stages of 
pregnancy, showing a high grade of albuminuria, a 
raised blood pressure, headache, nausea, epigastric 
pain, and visual disturbances, is to the experienced 
obstetrician a potential eclamptic even though no fits 
develop. Convulsions are no doubt impressive, but 
they are merely a symptom and not the disease. It 
is, however, in the remaining types—‘‘ low reserve 
kidney ’’ and nephritis complicating pregnaney—that 
we meet with real difficulty, both in our classification 
and in the management of cases. According to Stander 
the low reserve kidney, or pregnancy nephropathy, is 
characterized by moderate albuminuria and a tem- 
porary rise in blood pressure, without change in the 
blood chemistry, appearing during the later months of 
pregnancy. ‘The condition may or may not recur in 
subsequent pregnancies, but, if it does, it is not usually 
more severe than in the first pregnancy and leaves no 
permanent renal damage. In nephritis complicating 
pregnancy, on the other hand, symptoms appear 
earlier, the blood pressure is higher, and the amount 
of albumin present in the urine is greater in each 
successive pregnancy. An appreciable rise in the 
non-protein nitrogen of the blood may occur, and 
permanent renal damage may result. Stander believes 
that these nephritic cases can probably be subdivided 
further into two groups, in one of which the renal 
lesion antedates the pregnancy and is due to some 
other cause, while in the other ‘‘ repeated pregnancies 
may have played a role in the development of the 
nephritis.’ It will be noted that the differentiation 
of the ‘‘ low reserve kidney ’’ from pre-eclampsia is 
by no means sharp, aad it is permissible to suggest 
that the former may be merely a mild grade of the 
latter. It will also be remarked that the question 
of permanent renal damage arising directly out of 
pregnancy qua se, as distinct from the aggravation 
of an existing nephritis by supervening pregnancy, 
is left undetermined 

Dr. James Young has recently discussed in our 
columns (January 19th, p. 91) the obstetric histories 
of eclamptics and albuminuria, and has shown that, 


contrary to current teaching, toxaemic conditions tend 
to recur in subsequent gestations. Eclampsia, pre- 
eclampsia, and the ‘‘ low reserve kidney ’’ of Stander 
are apparently conditions characterized by a well- 
marked tendency to recurrence. This finding is of 
obvious practical significance, since it indicates the 
necessity of especially careful ‘ante-natal supervision 
in the subsequent pregnancies of patients who have 
once suffered from a pregnancy toxaemia; the gravest 
of all the toxaemias of late pregnancy-——eclampsia—is 
itself not infrequently recurrent. A further problem 
studied by Young is whether the reappearance of 
albumin in the urine in a second pregnancy is 
purely secondary to a recurrent toxaemia, or the 
expression of a chronic renal defect aggravated by each 
succeeding pregnancy. In his view the reappearance 
of albuminuria is the direct result of the recurrence of 
the toxaemia, and is not due to persistence of the 
original renal damage caused by the first toxaemic 
pregnancy. Though this question may at first sight 
appear to be of merely theoretical interest, it is 
actually of very great practical importance, since the 
possible risk of permanent damage to the kidney must 
affect the medical attendant’s views as to the advis- 
ability of further pregnancies and as to ‘the necessity 
of early induction of labour. Young’s opinion is based 
on the observation, confirmed by Dr. Jessie Sym in 
her study of the renal function and cardio-vascular 
system in 139 patients who had suffered from 
eclampsia or albuminuria, that a recurrent attack of 
albuminuria differs in no essential from the primary 
attack. In Jessie Sym’s series a diagnosis of chronic 
renal disease was considered to be justifiable in 3 per 
cent. of the post-eclamptics and in 8 per cent. of the 
post-albuminurics. When we consider that it is not 
improbable that in some of these patients renal disease 
may have been present before the toxaemia, since 
chronic nephritis may give rise to no cbvious sym- 
ptoms, it would seem that the toxaemias of pregnancy 
rarely produce permanent renal damage. 

In our present issue (p.. 674) Mr. G. F. Gibberd 


emphasizes the frequency with which pregnancy: 
albuminurias recur, and finds in this recurrence’ 


evidence of an “‘ occult nephritis ’’ persisting from 
the first pregnancy, but only demonstrable by ‘‘ the 
most delicate test of renal function which we possess ”’ 
—that is, by another pregnancy. That pregnancy aggra- 


vates any existing renal damage is generally acknow-’ 


ledged, but if we admit that grades of renal damage 
exist which cannot be detected until submitted to the 
test of pregnancy, it may be argued that even primi- 
parae who develop albuminuria during pregnancy have 
in reality been suffering from a pre-existing occult 
nephritis. Until we know more of the underlying 


‘conditions which produce the toxaemias of pregnancy - 


it would seem as rational to assume that they tend to 


recur in the same individual as to postulate the exist- ' 
ence of an occult nephritis in those cases only revealed 


by the oecurrence of pregnancy. The only evidence 


we have of the possibility of such a condition is- 


supplied by the work of Professor F. J. Browne on 
oxalate nephritis in rabbits. 

Meanwhile it is important for the practitioner to 
recognize that, contrary to time-honoured beliefs, 
toxaemia frequently recurs in successive pregnancies, 
and that in some cases permanent renal damage may 
result. More information would appear to be needed 
as to the frequency of such damage. Above all, we 
need more exact data as to the relationship of 
permanent damage to the duration of the toxaefnia 
if patients are to be saved from this untoward result 
by a timely induction. 
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MEDICAL SCHOOLS AND HOSPITALS. 


Memsers of the medical profession of Melbourne, 
especially those engaged in university work, have for 
many years expressed their dissatisfaction with the 
situation they had inherited from their fathers. They 
found many separate and conflicting interests. The 
hospitals were scattered haphazard about the city, 
with no relation to present-day needs. The university 
medical school was disjointed in its parts, and totally 
unrelated to the hospitals where its students received 
their clinical instruction. In these circumstances it 
was generally felt that the Melbourne problem ought 
to be approached from the broadest possible point 
of view. The Government of the State of Victoria 
accordingly sent out three representatives in 1927 
upon a mission of inquiry to study conditions in other 
countries. Their report was unanimously in favour of 
a complete reorganization scheme whereby medical 
schools and hospitals and institutions for research 
would be combined at a common centre. We have 
already noticed this joint report,’ and now at page 700 
this week we give a summary of the independent 
observations of Professor R. J. A. Berry which were 
published a year later. They are in full agreement 
with those of the joint report signed by himself and his 
two colleagues, but their range is wider, since Pro- 
fessor Berry visited and commented upon British 
institutions and conditions as well as Canadian and 
American. 

The idea of unity of design and working of medical 
school and hospital is no new one to us. We have 
an old tradition of their essential unity. The several 
London medical schools are each part and parcel of 
the hospital with which they are connected and from 
which they sprang and received their name, at least 
as far as clinical teaching and the later subjects of the 
curriculum are concerned. Any separation in these 
respects is inconceivable. That such symbiosis is a 
mutual benefit is certain. There is usually more than 
this’ unity between school and hospital, for all 
the laboratory equipment, both for the preliminary 
sciences, angtomy and physiology, pathology and 
research, is as a rule within the hospital precincts 
or in: their immediate neighbourhood. That this is 
felt as the natural and practical arrangement, one 
that has grown up with time, is perhaps due to the 
conveniently moderate size of each of these medical 
centres. Other problems come into play where a 
whole university school is involved, and particularly 
where -this school is superimposed upon long-existing 
clinical institutions. In a university centre the 
number of the -students may be so great as to make 
concentration difficult, especially in an old city. Yet 
these difficulties have been overcome, Professor Berry 
assures us, on the other side of the Atlantic by the 
erection of vast buildings towering up into the sky, 
the many radiating arms of the central block carrying 
all the ancillary departments, which have direct access 
to the core, which is the hospital; and the hospital 
in .its turn has direct contact with every research 
department. It is a great conception, and a gigantic 
reproduction, on symmetrical lines, of any one of the 
several London medical schools. This is what he and 
his colleagues would like to see in Melbourne. It is 
certain that where there is a university medical school 
in any city there should be direct connexion between 
it and any hospital or other clinical institution within 
the area which is suitable for clinical teaching; but 
there may be some question as to whether all these 
institutes can conveniently, and with equal advantage 


4 British Medical Journal, November 12th, 1927, p. 892. 


to the patients, be accommodated at some one strategig 
site, instead of being scattered throughout the city 
The University of London, for instance, allows the 
first year’s course of study to be taken at a school of 
university rank which is not strictly a medical sehoo} 
und more than one of the London medical schools 
conducts the first two years’ study at a place apart 
from the hospital with which it is associated; ang 
these arrangements are not unsuccessful. ; 

Professor Berry’s observations upon hospital poliey 
are of equal interest. He criticizes the traditional idea 
of the British voluntary hospital as an institution for 
the poor only, and dislikes hospitals under bureay. 
cratic control. He finds his ideal in the self. 
supporting hospitals of Canada and the United States 
where all the patients pay or are paid for, and where 
the work of the medical staff receives its proper and 
natural recognition. We in this country are on the 
eve of great changes in our hospital arrangements, 
The Local Government Act of 1929 opens a new 
outlook upon hospital administration. The old-time 
Poor Law infirmaries will now pass into the control 
of more modern and as a rule larger statutory autho: 
rities. These bodies have already had wide experience of 
adnfinistration, though that of county councils in some 
spheres of public health has been much less than that 
of county boroughs, or even, in some cases, of their 
own county districts; and in neither case, apart from 
mental hospitals and hospitals for infectious diseases, 
have they had much experience in the management 
of hospitals of a general kind. The credit of the 
voluntary hospitals is to-day higher than it has ever 
been, and that credit is by general consent deserved, 
We may hope that when these two parties, both 
of high honour and estate, and both vitally con. 
cerned with hospital administration, meet, as_ they 
must meet, to discuss their mutual relations, they 
wili have in mind no consideration other than the 
common advantage. 


RADIUM POLICY. 


CaREFttL readers of our Parliamentary Notes will have 
observed during the past five months a succession of 
brief statements by Ministers in reply to questions 
in the House of Commons on the subject of radium. 
As far back as November 19th Sir Kingsley Wood, 
Parliamentary Secretary to the Ministry of Health, 
said that the radium requirements of this country in 
relation to possible sources of supply were under con- 
sideration by a subcommittee of the Committee of 
Civil Research; he hoped that its report would be 
presented shortly. This stock answer was repeated, 
with slight variations, by the Minister of Health or his 
deputy on several occasions. Thus Mr. Chamberlain, 
on February 7th, said that the Government would 
consider the whole question of the purchase of radium 
when the subcommittee of the Committee of Civil 
Research which was looking into the matter had 
reported. Then, on February 27th, Mr. Locker- 
Lampson, Under Secretary of State for Foreign 
Affairs, said that the Government was expecting to 
receive in a few weeks’ time a report on the radium 
requirements of the country and the possible sources 
of supply; and that until this report had been con- 
sidered the Government could not judge whether to 
ask the League of Nations to institute an inquiry into 
the conditions of production and sale of radium. On 
March 25th Sir Kingsley Wood said that the sub- 
committee’s report had been received, and would be. 
published in full very shortly. He added that the 
intentions of the Government in the matter would be 
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made known immediately on the reassembly of 
Parliament after the Easter recess. 

These not very illuminating replies are all that 
the medical profession and the House of Commons 
have been vouchsafed on a question of great impor- 
tance to medicine and the public. Rumour speaks of 
an intention to set up a public authority for the 
purpose of holding and distributing radium for medical 
and other purposes. To what extent responsible 
medical advice is being sought and taken in this 
matter has not yet been divulged. The production 
and the State purchase of radium may be problems of 
economic and political rather than of medical concern ; 
but its accurate preparation and screening for clinical 
use is a combined problem of physics and medicine, 
and the distribution of the element and its emanations 
is essentially a problem depending for its successful 
solution on the advice of those members of the medical 
profession who are fully aware of the most recent 
physical, clinical, and pathological work bearing on 
radium, and who have considerable experience in its 
application. Any scheme of distribution will suc- 
ceed or fail according to whether it has or has not 
behind it the approval and support of the medical 
profession, through whom alone treatment by radium 
can be administered. 

So far as we are aware, the personnel of the radium 
subcommittee of the Committee of Civil Research 
has not been publicly announced.’ It may or may not 
contain medical representatives; it may or may not 
have consulted with those members of our profession 
who are best fitted to express opinions on the medical 
aspects of the subject under investigation. Yet on the 
strength of this subcommittee’s report the Government 
is understood to be preparing a policy which the 
Prime Minister will announce in the House of 
Commons soon after Parliament reassembles on April 
15th. There will be room for serious misgivings if 
the announcement of any policy is concerned with 
questions other than those of the sources of supply 
and methods of purchase. Fortunately there are 
now representatives of medicine and surgery in both 
Houses, and we rely on them, in the first instance, 
to take steps to safeguard the position. 


THE ORIGINS OF SCIENTIFIC THOUGHT. 
THERE is no more extraordinary phase in the history of 
thought than that exhibited by the rationalizing tendency 
of early Greek philosophy. The process by which these 
ancient thinkers came to realize that the world in which 
they lived worked according to reasonable and discoverable 
laws represents the period of gestation of science. The 
subject will always be of interest to the student of human 
beginnings. Professor Léon Robin, in Greck Thought and 
the Origins of the Scientifie Spirit,’ has essayed to cover 
again the area so admirably treated by Professor John 
Burnet in his well-known Early Greek Philosophy. The 
two books are somewhat similar in design, but that of 
Professor Robin has the great advantage of following the 
theme throughout Greek history instead of stopping short 
with the better-known thinkers of the fourth century B.c. 
There are two chief obstacles to the tracing of the early 
history of scientific thought. First is the fact that the 
Greek man of science is not completely distinguished from 
the philosopher, in the sense that he has for his object 
the logos rather than the pragma, the intelligible rather 
than the fact. His gaze is bent on eternal forms and 
turned away from matter. Thus the Greeks tended to excel 


Greek Thought and the Origins of the Scientific Spirit. By Léon 
Bebin, Professor at the Faculty of Letters of the University of Paris. 
creneated by M. R. Dobie. The History of Civilization. Edited by 


New York: A, Knopf. 1928. (6 x 9}, pp. xx + 409; 1 map. 21s. net.) 


rather in what they held to be the changeless verities of 
mathematics than in those “ servile activities’? which we 
nowadays elicit by the simple processes of observation and 
experiment. To understand Greek science we must theére- 
fore seek to understand the mental processes of the Greeks. 
The study is essentially psychological. In this matter 
Professor Robin is a reliable and useful guide. The second 
difficulty arises from the extremely broken character of the 
record, especially that of the earliest period. We have, for 
the most part, to depend upon fragments and quotations 


by later writers. There is one group of early scientific 


authors, however, of whom we have extensive survivals. 
These are the medical writers, who have left large remains 
in the so-called ‘ Hippocratic Collection.”” Thus, for 
instance, the Sacred Disease and the Airs, Waters, and 
Places present us with a most important philosophical 
standpoint which is very different from that of the work 
On Generation, that accords with the ‘‘ Pneumatic ” 
school, or, again, from the Heracletian treatise On Diet. 
The Hippocratic Collection contains, in fact, the earliest 
complete scientific works that we possess. It is thus, in our 
opinion, a very grave oversight of Professor Robin that he 
passes these important and interesting works with scarcely 
a mention. Aristotle has fared better than Hippocrates at 
Professor Robin’s hands. He has, however, provided us 
with hut little reference to the great biological achieve- 
ments of ‘‘ the philosopher.”? Thus, Professor Robin’s work 


gives the impression of looking at science from the outside - 


and never entering into the spirit which moves it. His 
work is essentially a discussion of the impact of science on 
philosophy. Now this impact depends on scientific achieve- 
ment, and the scientific control of nature in antiquity was 
relatively insignificant. Thus the science that really 
influenced the thought of antiquity was neither experi- 
mental nor mathematical nor biological science, but rather 
observational astronomy. This led to the view that the life 
of man is subject to the revolutions of the stars, and that 
his soul alone is free. With such a conception in men’s 
minds there arose the philosophical schools that became so 
popular in the later Greek period—Stoicism, Neo-Platonism, 
Scepticism, and the rest. It is in the treatment of these 
rather than in the early period that Professor Robin is 
at his best. 


STANDARDIZATION OF THERAPEUTIC AND DIETETIC 
PREPARATIONS. 

Tae third annual report of the pharmacological labora- 
tories of the Pharmaceutical Society contains an interesting 
account of the way this useful institution is developing. 
The department was established to provide impartial tests 
of substances coming or likely to come within the scope of 
the Therapeutic Substances Act. This work is steadily 
increasing, and in the year under review 156 samples were 
examined, as against 126 in the preceding year. The chief 
substances investigated were pituitary extract, digitalis, 
squills, and ergot. In pursuance of the idea of providing 
biological tests for the activity of important drugs, a 
nutrition department was opened for the purpose of deter- 
mining the vitamin content of cod-liver oil. The work in 
this respect was not very great, but a big demand developed 
for the testing of the vitamin content of food products, 
and the laboratory decided to accept such substances. As a 
result the department has examined 184 samples for the 
vitamin content, as against only 43 in the preceding year. 
The laboratory, in doing this work, is undoubtedly per- 
forming a very useful public service. There is always a 
tendency for the optimism of commercial enterprise to 
carry the claims made for their products beyond the limit 
of demonstrable fact. As long as firms could not obtain 
any measurement of the vitamin content of their prepara- 
tions without going to the great expense of establishing a 
special laboratory for such determinations, it was difficult 
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to criticize them when they claimed for their preparations 
merits that biological tests did not support. Now, how- 
ever, that it is possible for any firm to acquire this informa- 
tion a much higher standard of accuracy can reasonably 
‘be demanded. This, of course, will be all to the advantage 
of firms which have advertised their products with a sense 
of responsibility. An investigation of particular interest 
to the public health was the determination of the vitamin 
content of margarine. The production of this preparation 
with a vitamin content equivalent to that of butter is 
obviously an important step towards the prevention of 
rickets among the poorest sections of the population. 
The medical profession has reason to be grateful to the 
Pharmaceutical Society for the work its laboratory is doing 
in helping to promote a high standard of quality in drugs 
and food products. 


. COOKERY AND CHARACTER. 
To judge from a recent correspondence in the Times, many 
English persons prefer French cooking to that of their own 
country, and we are not altogether disposed to cavil at 
their judgement. Almost the best that has been said by 
a stranger on behalf of English food is that it conceals 
sterling worth behind an unprepossessing exterior. It is 
a pleasing pastime to correlate the character of a people 
with its national dishes, though the question remains 
whether the sturdy independence of English character, the 
solid English virtues, are the products of the roast beef of 


old England or vice versa. What, in fact, is the true 


causality sequence underlying the aphorism ‘‘ Mann ist was 
er isst’’? Is it English Puritanism, an austere uneasiness 
at associating pleasure with the fulfilment of an appetite, 
that has determined what foreigners regard as the mono- 
tony and unpalatability of English food? The Englishman, 
it has been said, will not take a walk for the pleasure of 
walking, but only in pursuit of a bird, a beast, or a golf 
ball; equally he will not eat to enjoy an aesthetic expe- 
rience, but only to appease hunger or for health’s sake. 
It is possible, however, that the simplicity and lack of 
variety of English food may be explained by the fact that 
since the year 1066 no invader has landed on these shores. 
Soldiers have been great missionaries of culinary practice ; 
wherever they went they insisted on having their accustomed 
fare, and they taught the women of the invaded country 
the art of preparing it. Thus, whatever else may have 
been the outcome of a war in past centuries, the nation’s 
culinary repertoire was enriched with new recipes, which 
were handed down with more or less change through 
generations of housewives. This may account, in part at 
least, for the multitudinous elements that compose the 
French cuisine. Culinary modes, brought in turn by 
Englishmen, Germans, and the soldiers of many other 
nations, have been blended to form a new style of cookery, 
a French style, as varied yet as individual and homo- 
geneous as the race that has been produced in England by 
the blending of Saxon, Norman, and Celt. The case of 
America is said to be somewhat similar. Invaded through- 
out the nineteenth century by hordes of immigrants from 
many lands, it has evolved an eclectic kitchen which ranks 
second only to that of France. The effect upon the evolu- 
tion of American cookery of the laws restricting immigra- 
tion is a subject of real disquiet among serious epicures. 
Fortunately there are many in this country who are con- 
cerned at least as much with the appetizing quality of food 
as with its vitamin content, and there is some solace in 
the reflection that it was the most English of essayists, 
Charles Lamb, who wrote: ‘‘ I am no Quaker at my food. 
1 confess I am not indifferent to the kinds of it. Those 
unctuous morsels . . . were not made to be received with 
dispassionate services. I hate a man who swallows it 
affecting not to know what he is eating. I suspect his 
taste in gher matters.”’ 


PATHOLOGICAL MUSEUM AT THE MANCHESTER 
MEETING. 


Tar Pathological Museum which is being organized in 
connexion with the Annual Meeting of the British Medica] 
Association in Manchester next July will be arranged 
under the following heads: (1) Exhibits bearing on discus. 
sions and papers to the various Sections. (2) Specimens and 
illustrations relating to any recent research work. (3) 
Instruments relating to clinical diagnosis and pathological 
investigation. (4) Individual specimens of special interest, 
or a series illustrating some special subject. (5) Any 
exhibits of general interest. The organizing committes 
desires to enlist the co-operation of all willing to provide 
material. The museum will occupy a central position in 
the same building as that in which the sectional work of 
the meeting will take place, and will be easy of access, 
Every care will be taken of the specimens, and the contents 
of the museum will be insured. It is hoped to make 
arrangements whereby exhibitors may have an opportunity 
of demonstrating their specimens. In order to facilitate 
arrangements intending exhibitors are asked to - give 
notice of their intention at the earliest possible date. The 
secretaries of the Museum Committee are Dr. William 
Susman and Dr. H. L. Sheehan, Department of Pathology, 
Manchester University. - 


MANKIND AND POLITICAL ARITHMETIC. 


In view of the demonstrable failure of a number of eminent 


and exceedingly well-qualified men in times past, from 
Sir William Petty downwards, to foiecast correctly the 
growth of national or world population and the conditions 
of human existence at future periods, it is not necessary 
to take too seriously similar speculations on such matters, 
even though they are now based on more exact statistical 
data. Nevertheless, a concise and convenient volume 
entitled The Shadow of the World’s Future,’ by Sir George 
Knibbs, well known for many years as statistician to the 
Commonwealth of Australia, is worthy of attention. The 
impending tragedy intended to he indicated by the title is 
this: that “‘if the population of the world continues to 
increase at the present rate of 1 per cent. per annum it 
will within two centuries exceed the maximum which the 
earth can support and feed.’? Even those of us who may 
remain sceptical and unalarmed in the face of this proposi- 
tion must admit that the problem of population (or, perhaps 
better, the problems of populations) is very important, and 


is now in many parts of the world giving rise to questions: 


which have immediately to be faced. In fact, such ques- 


tions are attracting widespread attention, and it is perhaps. 


as well that an international conference met in Geneva in 
1927 to discuss them, and that an international union, with 
its headquarters in Paris, has been formed to promote the 
scientific investigation of various aspects of the subject. 
Sir George Knibbs holds that ‘‘ the population question is 
of the first order of importance for every person who has 
an interest in his country’s future, or in his children and 
children’s children ’’; and that ‘‘ the difficulties of the near 
future relate specially to food supplies and to economic 
organization,”’ and “ are of a character which does not give 
any ground for the hope that they will automatically 
adjust themselves.”? In the earlier two-thirds of his book 


he gives a large number of statistics, and statistical tables, 


of a kind not to be found at all, or at least so con- 
veniently, elsewhere. All these are worthy of examination, 
though no doubt many of them require the critical examina- 
tion and comment of other statisticians. The latter part 
of the book is devoted to more general propositions oF 
considerations, and some of these are important and 
valuable, whatever be the truth of the figures previously 


1 The Shadow of the World's Future. By Sir George Handley Knibbs, 
C.M.G., F.R.A.S. London; E, Benn, Ltd. 1928. (Demy 8vo, pp: 
10s. 6d. net.) 
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given or of- the deductions drawn therefrom. The main 
factors reviewed in these later chapters are indicated by 
three of their titles; ‘‘ The migration of populations,” 
International economics and migration,”’ ‘‘ World popula- 
tion and nationalism.”” The contention is that the popula- 
tion problem is not merely an economist’s problem, but the 
greatest of all political questions; and the nature of the 
conditions to be considered in its solution may be dis- 
covered in the following quotations. ‘‘ World conditions 
are such. that the rights of all peoples will have to be 
equitably considered if the world desires peace. This 
involves the admixture of peoples who have attained to 
very different degrees of culture or civilization, and it is 
full of difficulty.’ ‘‘ It will be necessary for all peoples 
to realize that effective occupation is the only safeguard 
ultimately of their rights. Dense and expanding popula- 
tions will be compelled to challenge cases of ineffective 
occupation, and that will be one of the great problems of 
the very near future.’? *‘ Spirit is a limiting factor to the 
growth of the human race,’’ and ‘fa more humble life 
physically with a deeper regard for the higher issues is a 
sine qua non if it he desired to see the earth covered with 
contented peoples whose well-being is assured and whose 
living is a disclosure of gencrous attitude and noble 
purpose.” 


HICKMAN MEMORIAL FUND. 

A uetTeR from the organizing committee of the Hickman 
Memorial Fund appeared in our issue of December 8th last 
(p. 1066), following a number of earlicr references to the 
same subject. A committee meeting of the fund was held 
on March 27th, with Lord Dawson in the chair, when the 
possibility of fulfilling all the objectives of the appeal was 
fully discussed. It was decided that the fund was as yet 
inadequate to restore Hickman’s tombstone, to provide a 
memorial tablet for Bromfield Parish Church, to present 
a portrait to the Royal Society of Medicine, and to found 
a Hickman Medal for original work of merit in anaes- 
thesia. Subscriptions already received will be sufficient to 
deal with the three former, but not for the medal. It was 
felt by the committee that in no better way can the object 
of this appeal succeed both in honouring Hickman’s name 
and in serving a useful purpose than by stimulating 
research for new anaesthetics and methods, in which it 
must be admitted British anaesthetists have for some 
decades rather followed than initiated. The appeal will 
therefore not be closed for the present, in the hope that 
some who have forgotten or overlooked the matter, or have 
not appieciated its practical as well as historical impor- 
tance, and others who may feel that they are indebted to 
anaesthesia, may yet give it their support. A list of 
subscribers will be published when the fund is closed. Mr. 
V. Warren Low, F.R.C.S. (76, Harley Street, W.1), is the 
honorary treasurer. 


OCCUPATIONAL DISEASES. 


“Tae fourth congress of the Permanent International 


Committee on Occupational Diseases was held in Lyons at 
the close of last week under the presidency of Professor 
Etienne Martin. It may be remarked that in one respect 
a difficulty presents itself to-day which did not trouble 
Rammazini—one of the pioneers in this field—who wrote 
a book in the eighteenth century on the diseases of indus- 
trial workers. Interchange of views and experience was 
easy at that time, when Latin was the universal language 
of science; at Lyons, however, representatives of eighteen 
different countries were met to pool their information, 
and the aid of skilled translators had t. be invoked. The 
three main subjects discussed were the silicoses and 
pheumoconioses, cataract of industrial origin, and the rela- 
tion between the endocrine organs and the industrial 


toxaemias. Professor E. L. Collis of Cardiff opened the 
first discussion, and was supported by Drs. A. Mavro- 
gordato and L. G. Irvine of Johannesburg. Many speakers 
followed, but the principal conclusion reached was a rather 
negative one, considerable doubt being thrown upon the 
possibility of diagnosing dust diseases by means of # rays. 


Professor Rollet of Lyons opened a discussion on industrial - 


cataract, and Professor Ferrannini of Cagliari introduced 
the topic of the relation between the endocrine glands 
and industry. Among other papers may be mentioned 
one on the infection of farm workers by B. abortus, con- 
tributed by Dr. Theodore Thompson. In addition to 
medical practitioners, representatives of employers and 


workpeople were also present and joined in the debates. . 


The British Government was represented by Dr. J. C. 
Bridge of the Home Office and Dr. 8. W. Fisher of the 
Department of Mines. The social side of the programme 
was well arranged, and included a visit to the glass_ works 
of Givors, receptions by the Mayor of Lyons and the Lyons 
Chamber of Commerce, and a dinner at the Faculty of 
Medicine, when eloquent speeches were made by Professor 
Martin, Professor Devoto of Milan, Sir Thomas Oliver, 
and others. It was decided that the next congress should 
be held at Geneva in the summer of 1931, as an acknow- 
ledgement of Dr. Carozzi’s valuable work ‘in connexion 
with this year’s meeting at Lyons. 


THE INSURANCE PRACTITIONER’S HANDBOOK. 
Tne third edition of the well-known book entitled Medical 
Insurance Practice,» by Mr. R. W. Harris and Mr. 
Leonard Shoeten Sack, has now been published by the 
British Medical Association, with the approval of the 
National Insurance Defence Trust. The reason for the 
changed auspices under which the volume is issued is stated 
by Dr. H. G. Dain in a foreword: ‘‘ The Insurance Acts 
Committee is so convinced of the usefulness of this book of 
reference that it has gladly acceded to the request of the 
authors to take over the publication of this third edition 
in the anticipation that by so doing it can be produced in 
a form and at a price that will tempt every insurance 
doctor and lay administrator to possess a copy. The 
possession of the book will lead to its regular use, and its 
regular use when new points or difficulties crop up will 
greatly promote smooth working and save much time and 
correspondence.’’ The reason is good and sufficient, and 
the desired result should be forthcoming, for the book, in 
price, in format, in arrangement, in clearness, and in 
accuracy, is all that could be desired. It contains every- 


thing that it is necessary for an insurance practitioner to 


know, and almost everything that it is essential for the 
most responsible administrator (whether an official of an 
approved society or an official or member of an Insurance 
Committee) to know with regard to medical benefit. 
Indeed, it may be that in respect of some portion of its 
appendixes it contains even more than they need to know. 


The revision for this edition has been done by the authors,. 


and it hag been done with extraordinary care and (as far as 
a critical perusal has been able to discover) with absolute 
accuracy. No one in possession of this book should have 
any real difficulty in referring to the particular point on 
which he seeks information or elucidation, and no such 
person need hesitate to place complete reliance upon the 
statements and explanations which he finds—unless, indeed, 
the facts have altered since the date of publication, and, in 
any such event, there is no doubt that a fourth edition will 
bring matters up to date. All the omissions—and there 
are a good many—from this edition have been judiciously 
made, an account of all the most recent alterations of 


1 Medical Insurance Practice. By R. W. Harris, late Assistant Secretary 
in the Ministry of Health, and Leonard Shoeten Sack of the Middle 
Temple, barrister-at-law. Third edition. London; British Modigal Asso- 
ciation. 1929. (Cr. 8vo, pp. xv + 368. 3s.) 
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procedure has been incorporated, and wherever there has 
seemed the least possibility of this being advisable, even. 
the clear statements of earlier editions have been made yet 
more clear. On one point only should we desire an addi- 
tional note, and this is on a matter which is unessential. 
In dealing with ‘‘ Records of illness ’’ reference is made to 
the departmental committee of 1920 which dealt with the 
question of the form of record, and in Appendix 12 some 
extracts from the report of that committee are given. It 
should perhaps be mentioned that with regard to the 
recommendation that a record of all attendances and visits 
should be required, several. members who agreed to this 
recommendation have since stated that, as the result of 
actual experience, they are no longer of the same opinion; 
and the. Conference of Representatives of Local Medical 
and Panel Committees has on several occasions expressed 
the opinion that this requirement is unnecessary and may 
even be harmful. In their preface to the first edition of 
the book the authors said: ‘‘ This book is addressed .to the 
busy general practitioner. While excluding matters too 
remote to be of interest to him, we have endeavoured to 
avoid leaving unanswered any question arising in his daily 
insurance work on which he is likely to seek information.”’ 
Seven years have established its reputation as a full and 
reliable safeguard and help. It should be in the possession 
of every insurance practitioner, and should ‘‘ be brought 
to the notice of the younger men as they come into 
practice.” 


CO-OPERATION BETWEEN VOLUNTARY AND 
MUNICIPAL HOSPITALS. 

_ the correspondence columns of the Times of April 10th 
Mr. Leonard L. Cohen, honorary secretary of King 
Edward’s Hospital Fund for London, discusses some points 
in regard to the future of voluntary hospitals which were 
raised by Dr. C. E. S. Flemming in a letter published by 
that newspaper on April 6th. Referring to Section 13 
of the Local Government Act, 1629, Mr. Cohen states that 
‘“‘ the Special Committee of King Edward’s Hospital Fund 
for London, appointed by ILR. H. the Prince of Wales, 
which is considering the relations between voluntary 
hospitals and municipal hospitals under the Act, is taking 
definite steps with a view to establishing an organization 
in the London area for the purpose of consultation with the 
London County Council. Immediate steps are also being 
taken by the British Hospitals Association to establish 
similar organizations outside London.’’ The wording of 
Section 13 of the new Act is as follows: ‘‘ The council of 
every county and county borough shall, when making 
provision for hospital accommodation in discharge of the 
functions transferred to them under this part of this Act, 
consult such committee or other body as they consider to 
represent both the governing bodies and the medical and 
surgical staffs of the voluntary hospitals providing services 
in or for the benefit of the county. or county borough, as 
to the accommodation to be provided and as to the purposes 
for which it is to be used.’ 


BRITISH CONGRESS OF O3STETRICS AND 
GYNAECOLOGY. 
Tue seventh British Congress of Obstetrics and Gynaeco- 
logy will be held in Dublin from April 24th to 26th, under 
the presidency of Dr. Gibbon FitzGibbon. The constituent 
societies are: the Sections of Obstetrics and Gynaecology 
of the Royal Society of Medicine and the Royal Academy 
of Medicine in Ireland; the Edinburgh Obstetrical Society ; 
the North of England, Midland, and Glasgow Obstetrical 


and Gynaecological Societies; and the Ulster Medical 
Society. A discussion will be held on the management of 
cases of pelvic disproportion, and communications will be 
read on various gynaecological and obstetrical subjects. 


Among those who are contributing papers are Professor 
Polak of New York and Professor Adler of Vicuna. Ip 
connexion with the congress an exhibition of pathological 
specimens is being arranged, and the congress cinner wil] 
be held on April 25th at the Royal College of Surgeons, 
St. Stephen’s Green. The honorary secretaries are Dr. 
Bethel Solomons and Dr. Gerald Tierney. 


GARTON PRIZE AND MEDAL. 

Tne Garton Prize and Medal has been instituted by the 
Grand Council of the British Empire Cancer Campaign 
with the object of promoting research into the nature, 
causes, prevention, and treatment of cancer. A medal, 
together with an honorarium of £500, will be awarded 
early in 1932 to the person or group of persons who shall 
submit the essay embodying the results of original investi- 
gations which, in the opinion of the judges appointed by 
the council, is the best contribution towards the early 
diagnosis of cancer. In the event of several dissertations of 
sufficient merit being submitted the prize may be divided 
or additional awards made. The prize will be reserved jf 
no dissertation of sufficient merit is received. Candidates, 
who may be of either sex, must be British subjects 
domiciled in the British Empire or Dominions and not at 
the time members of the Grand Council of the Campaign. 
Dissertations must be printed or typewritten in English, 
and embody results of original investigations carried. out, 
wholly or in pait, during the three years immediately 
preceding the year in which the prize is awarded. They 
are to be delivered not later than December 31st, 1931. 
Further particulars may be obtained from the Secretary, 
British Empire Cancer Campaign, 19, Berkeley Street, 
London, W.1. 


ETIOLOGY OF RHEUMATIC HEART DISEASE. 
WE print in the Supplement this week (p. 93) an interim 
report on investigations into the ctiology of rheumatic 
heart disease in the counties of Gloucester, Somerset, and 
Wilts, carried out under the auspices of the British Medical 
Association and the Medical Research Council. Although 
many replies were received by the committee, it is thought 
that other practitioners in this area may have under 
observation cases which answer to the definition given in 
the report, and the hope is expressed that these will send 
in clinical notes accordingly. The investigation will be 
continued until the beginning of October, 1930, when the 
data will be analysed and the final report published. 


DEATH OF SIR ANTHONY BOWLBY. 

Wr have to announce with deep regret the death of 
Sir Anthony Bowlby, Bt., K.C.B., K.C.M.G., K.C.V.O., 
Honorary Surgeon to the King, Past-President of the 
Royal College of Surgeons of England, and consulting 
surgeon to St. Bartholomew’s Hospital. Throughout the 
whole period of the war Sir Anthony Bowlby did invaluable 
work for the Army Medical Service as advisory consulting 
surgeon to H.M. Forces in France. A memoir, with 
portrait, will appear in our next issue. 


Sm Norman Waker will give an address en ‘ Medical 
education and qualification in the United States’? on 


. Monday, April 22nd, at 5 p.m., in the Fore Hall of the 


University of Glasgow. The chair will be taken by Sit 
Donald MacAlister, Bt., Principal of the University and 
President of the Gene ral Medical Council. 


Tue British Orthopaedic Association has awarded the 
Robert Jones Medal and Association Prize for 1°28 to 


Mr. F. P. Brockman for his essay on ** Club-foot 


(congenital talipes cquino-varus).”’ 
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SCIENTIFIO MEDICINE IN CHINA. 


[From an Occastonat CoRRESPONDENT. ] 


Amip all the political welter attending the effort of China 
to awake and show that she is a nation and not merely an 
anarchical combination of provinces, there are el€ments 
which indicate that she is really reviving. Returned 
students from Europe and América have been for years 
regarded as the curse of the country; they could not fit 
themselves in, and in many cases had an unsettling 
influence on all around them. But now that the Nationalist 
Government at Nanking has weathered various storms, and 
has been recognized by the Great Powers, there is more 
official stability than for many years past. Barristers, 
engineers, doctors, and other professional men are rallying 
and are combining to further collective progress. In the 
realm of medicine this progress is taking the form of ‘the 
establishment of a ministry of health under a progressive 
-Jay official, Mr. Hsueh Tu-Pi, who while Minister of the 
Interior gave much encouragement to health work; his 
Vice-Minister is Dr. Liu Jui-Heng, a well-known surgeon 
from the staff of the Rockefeller College in Pekin. The 
new Ministry has already taken one important step by 
inviting Sir Arthur Newsholme and Drs. Rajchman and 
Victor G. Heiser to form an international advisory council 
to it. 

Conditions in China are so different that a blind attempt 
to follow the health administrations of England, the United 
States, and Japan without any appreciation of underlying 
local principles would probably end in failure. However, 
they possess the many advantages of a late start, and the 
authorities are well alive to all the experiences we in 
England have gained since our public health work began 
in 1848. 

Possible Lines of Development. 

Consideration is being given, on as practical lines as 
possible, to the following proposals. (1) The registration of 
all medical schools, with full details of buildings equipment, 
number of students and teachers, and curricula. (2) The 
registration of medical graduates, and the guaranteeing of 
their accepting the ethics of the profession. (3) Formation 
of a general medical council from members of the leading 
medical schools and institutions. (4) Publication of an 
official medical register. (5) Publication of a Chinese 
pharmacopoeia. (6) Provision of a separate register of 
dentists, pharmacists, and nurses. 

In Shanghai, where there are more than one hundred 
foreign doctors of all nations, who have set up in practice 
without producing credentials, the Chinese Commissioner 
of Health of Greater Shanghai is getting into touch with 
the British Commissioner of Health of the Foreign Munici- 
pality with a view to abolishing, by registration, the abuses. 
now prevalent in the International Settlement. If this 
can be done in Shanghai, other treaty ports will follow 
suit, and the movement should spread to other large 
cities. Moreover, the indiscriminate sale of adulterated 
and impure drugs without the special trade marks and 
trade names of reputable firms is being taken in hand, 
as well as the charging of a high registration fee for 
secret remedies; efforts are being made to secure the 
adoption, in the case of imported drugs, of the same 
standard as in the country of origin. 

Since the war ministries of health have been established 
in various countries, as, for example, in the kingdem of the 
Serbs, Croats, and Slovenes, and in Turkey. The success of 
these ministries has been due to their establishment of 
an administrative policy in conformity with modern medical 
knowledge and the actual needs of the country. Turkey 
has recently passed a law pertaining to patent medicines; 
sponsored by the ministers of hygiene, justice, and finance, 
it deals with all medicines sold, whether manufactured in 
Turkey or imported from abroad. 

Medical Research. 

As is well known, the twentieth century has seen Japan 
forging rapidly ahead in scientific medicine. Since 
Kitasato discovered B. pestis, Takamine, Noguchi, Hata, 
and many others have greatly contributed to the cause of 


research, and Japan’s geographical proximity to China lias 
not been without an emulative effect on the medical men. 
of the latter country. Another incentive in this direction 
has emanated. from the Pekin Union Medical College, 
which owes much to the munificence of John D. Rockefeller 
and also to his Foundation Trustees in New York; these 
have been careful to send out teachers of outstanding 
qualifications, such as Dr. Ten Broeck, a pathologist and 
bacteriologist, and Dr. J. B. Grant, professor of public 
health. Dr. Grant, who was born in China, has been at 
the back of commuxity health work directed by Chinese 
medical officers of health working under the municipalities 
of different towns. The majority, probably all, of these 
doctors have specialized in public hygiene at Pekin, so 
that the movement which has been steadily spreading 
during the past half-dozen years is now finding its feet, 
and is on sound lines. 

The Chinese people are unhampered by caste customs 
and prejudices; it is remarkable, as the writer well knows 
from experience, how the inhabitants of inland towns and 
villages will submit themselves to hypodermic injections of 
vaccines and antiserums in time of epidemics such as 
plague or diphtheria. China offers a wonderful field for 
research, riddled as it is by tuberculosis and parasitic 
diseases, many of which have, as yet, undiscovered extra- 
corporeal hosts. 


Some Definite Achievements. 

It may interest the profession at home to know some of 
the lines on which the medical world of Young China is at 
work, 

Dr. M. Y. Dzen has been investigating the assertions, 
made by Zoeller and other workers, that in the yellow races 
the positive Dick test reactors, in scarlet fever, number 
only 8 per cent., a percentage which ‘is much lower than 
that in the case of the white peoples. Reporting on a 
large number of cases, he found positive reactions in 
46.4 per cent. of unselected persons, and the age relation 
resembled that of the incidence of scarlet fever. Two 
children who had a definite history of scarlet fever respec- 
tively one and four years previously showed strong positive 
Dick reactions. 

Dr. Zau Zung-Daw has been working on the intra- 
venous injection of calcium chloride in the treatment of 
acute epididymitis, which occurs as a complication in about 
25 per cent. of cases of posterior gonorrhoea] urethritis. 
The pain of epididymitis is intense, and the rapidly 
destructive process frequently ehds with obliteration of the 
tubules or vas deferens, with azoospermia and _ sterility. 
Treatment to be of any use must be early and effective. 
Dr. Zau’s results in sixty-five cases indicate that the intra- 
venous injection of calcium chloride is a safe procedure, 
provided that care is taken to avoid extravasation of the 
solution into the perivascular tissue. It is also efficacious 
in the treatment of acute prostatitis and arthritis. The 
almost instant arrest of the process following the injection 
renders this treatment especially desirable, and it has the 
advantage over other forms that the patient need not be 
kept in bed, so that its safety. and efficacy would seem to 
justify its more extensive use. 

There is at Pekin a National Epidemic Prevention 
Bureau from the laboratories of which a large number of 
vaccines and antiserums are sent all over the country. 
Dr. EK. T. H. Tsen is the director, and is most assiduous 
in the collection of reports as to the action of the bureau’s 
products. Rabies is widespread in China, and the deaths 
from it are tragically dramatic. Since 1923 Dr. Tsen has 
been preparing and issuing phenolized rabies vaccine, 
which remains potent for four months, so that it can be 
dispatched long distances to remote provinces. In 1928 
there were sent out 252 sets of this vaccine, and only one 
death followed its use. All this spells progress. 

In the north, in Manchuria, Dr. Wu Lien-Teh, director 
of the plague service, has with his staff continued his 
researches into the epidemiology of plague, which in that 
region usually tends to assume the pneumonic form. Dr. 
Wu is also editor of the National Medical Journal of China, 
which is the organ of the unofficial National Medical 
Association. and never lacks contributors, most of whose 
articles are written in excellent English, 
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It is interesting from the foregoing to note the spread 

of modern medicine in this ancient country, which has 
written records of a civilization dating from 1,500 years 
before the Christian era... One can often read of the 
Westernization of the Far East and the introduction to it 
of our civilization, but much of this is materialistic, the 
outcome of a mechanical age. Empiric medicine has long 
held sway in China, and while there are points in its 
favour, it has been practised by ignorant natives, too 
often with disastrous results to their patients. 
‘ The steady growth of medical science and investigation 
by educated foreign-trained Chinese graduates is a feature 
that merits the encouragement, the deeper interest, and 
the helping hand of our own well-ordered profession. 


MEDICAL SCHOOLS AND HOSPITALS. 


AN AUSTRALIAN SURVEY. 
Durine the past two or three years there has been much 
questioning in the State of Victoria on the future of the 
Melbourne Medical School and its relation to the hospitals 
for clinical instruction. We reviewed in our issue of 
November 12th, 1927 (p. 892), a report of three representa- 
tives of the State who had been 


MEDICAL SCHOOLS AND HOSPITALS 


| ‘where which he believes to be better. 
is a mistake to look upon the hospital as a place for the 


and Cambridge, which are practical proof of the community 
spirit in medicine. A change, also, he finds in building 
arrangements; there is concentration rather than dis. 
persicn. Instead of spreading the hospital building over’ 
a vast area the tendency in America is to build it up 
into the sky, and a picture (reproduced herewith) is given 
of thesNew York State Psychiatric Institute and Hospital 

which shows that it vies with the sky-scrapers. He indicates 
that this is not a mere fashion, but the expression of a rea] 
purpose. Hospital and school of medical and allied sciences 
are brought together in the one building. 

Anatomists and physiologists, pathologists and research fellows 
generally, may walk from their laboratories into the wards. The 
clinicians have all the medical scientific departments absolutely 
at hand, which means that the full resources of medicine are at 
the service of every patient irrespective of his means. Such’ a 
combination is stimulating in the highest degrse to every medical 
officer in the associated departments, whilst the benefits to the 
patient are incalculable, and cannot be attained in their entirety 
in any other way.” 

Professor Berry has something to say on. hospital policy, 
Brought up in this country, where the voluntary hospital 
is the pivot of hospital work, he finds other methods else. 
He suggests that it 


treatment of the poor. He 


sent upon a mission of inquiry 
to the United States of America 
and Canada _ investigate 
related conditions in those 
countries. This report has now 
been issued for general informa- 
tion, and there is bound up with 
‘it a further report by Protessor 
R. J. A. Berry,' who formerly 
held the chair of anatomy in the 
University of Melbourne, and 


‘who was a member of the 
mission of inquiry. 

He states that the war 
impressed upon all medical 


administrators the necessity for 
co-operation, the great value 
of the research hospital, and 
the vital importance of the 
medical centre devoted to com- 
munity health. Yet in Mel- 
bourne to-day he finds a medical 
position that is the product and 
relic of mid-Victorian ideas. 
Medical education is carried out in a medical school that is 
detached from the clinical hospitals, and the several depart- 
ments of the school are unrelated. The University has ro 
control, direct or indirect, on the clinical hospitals; these 
have no common objective, and merely function as isolated 
and competitive units. 

During his tour Professor Berry investigated 21 of the 
leading university medical schools of Canada, the United 
States, and Great Britain, and some 115 institutions and 
hospitals. He gives a lucid and vivacious account of his 
observations. He maintains that everywhere he finds a 
change in the ideas that inspire hospital treatment and 
medical education. The objective of all medical effort is 
the patient. This conception demands unity of purpose, 
concentration of effort, and a constant investigation of the 
laws of health as well as the processes of disease. It is now 
universally recognized that medical research is an integral 
part of medical treatment, and consequently the modern 
idea requires the concentration on the one spot of all 
branches of medicine. 

The examples Professor Berry gives of the vast equipment 
of certain of the Canadian and American medical centres 
are enough to arouse envy in the heart of many readers. 
But despite economic adversity, which he says is delaying 
advance in these islands, he finds concentration schemes 
in being in Aberdeen and Birmingham, and developments of 
pathological departments in the older universities of Oxford 


R, Report on_the Hospital-Medica! School Problems of the State of 
Victoria, By Professor R. J. A. Berry, M.D. Melbourne, Victoria: H. J. 
Green, Government Printer. 1928. Pp. 39. Price 1s. 6d. 


New York State Psychiatric Institute and Hospital. 


prefers the American. practice, 
based upon the idea that a hes. 
pital should be for all. 


** American medical and _ hospital 
administrators have clearly recog- 
nized the justice of this contention, 
Tt is to-day the bounden duty of 
medicine to give every type of 
patient access to its hospitals, for 
only there can medicine. give its 
best; but the labourer is worthy 
of his hire, and it is illogical in 
the extreme to suppose _ that, 
because the British type of volun. 
tary hospital was based on gratui- 
tous service by all concerned, that 
this more modern duty of medicine 
can be maintained on the same 
basis. In other words, if all classes 
of patients are to be admitted to 
our great hospitals, then the 
medical staff must be paid for their 
services. It is to the credit of the 
Americans that they have not only 
recognized the truth of this prin- 
ciple, but have had the courage to 
put it into practice, and in every one of the great university 
hospitals visited by me in Canada and the United States I found 


| every member of the staff of both medical school and hospital was 


paid, and well paid, for their services.” 

His opinion, based on personal observation, is that under 
the new methods ‘‘ the hospitals become self-supporting, 
and entirely free from that bureaucratic control feared 
by the more ardent supporters of the British voluntary 
system.’’ He quotes the revenue of a Canadian medica 
centre at Toronto for 1926. The income received was 4 


follows : £ 
Reecipts from patients ies 148,875 
Endowments and subscriptions 16,075 
Miscellaneous receipts ... 3,080 

Allowances from the city of Toronto for 
Allowances from province of Ontario 15,749 
Allowance from outside towiships és 4,621 

From Federal and Provincial Governments for 
the treatment of venereal disease 2,300 
£213,000 


This sum covered the attendance of 65,136 out-patient 
and 12,698 in-patients. 

The problem before the Faculty of Medicine in Melbourne 
has heen defined by Professor Berry in a letter published 
in the British Medical Journal of November 26th, 1927: 
“The Melbourne probiem is, then, that which now every 
where confronts medicine: the seeking of the best contr 
bination of research, teaching, hospital, and _ laboratory 
in the cause of the national health—that is, the elimination 
of disease by study, research, and co-operative effort.” 
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THE HANDS OF THOMAS BEAUFORT, THIRD 
SON OF JOHN OF GAUNT. 


Amone tho relics of historical interest in the Museum. of 


the Royal College of Surgeons are two hands, said to be » 


those of Thomas Beaufort, the third son of John of Gaunt, 
Duke of Lancaster, who died in 1427. The strange story 
of how they were discovered and came to be preserved :n 
the Museum is one of more than ordinary interest. 
Thomas Beaufort was the third son of John of Gaunt by 
his third wife, Lady Catherine Swynford. He won fame 
as a soldier and also held distinguished offices under the 
Crown during the fifteenth century. He was half-brother 


to Henry IV, and was created Earl of Dorset, Duke of 
In 1407 he was made 


Exeter, and Knight of the Garter. 
captain of Calais, and shortly 
after was appointed admiral of 
the northern and western seas 
for life, and on the accession of 
Henry V was made lieutenant of 
Aguitaine. 

In 1415 he accompanied Henry 
V on the invasion of France, 
commanded the rearguard at 
the battle of Agincourt, and 
took part in other important 
engagements. He captured 
Evreux, showing great courage 
and bravery, was prominent at 
the siege of Rouen, and was 
eventually made captain of that 
city. After a long campaign in 
the coast towns of Normandy he 
returned to England upon the 
death of Henry V in 1422, and 
jointly with his brother Henry, 
Cardinal Bishop of Winchester, 
was appointed by Parliament to 
take charge of the royal infant 
Henry VI. 

Thomas Beaufort died at his 
Manor of Greenwich at the age 
of 52, on January Ist, 1427, 
and by his will (given in 
Dugdale) he directed that he 
should be buried in the Abbey 
of St. Edmund’s Bury, near his 
wife, who had predeceased him, 
at the entrance to the Chapel 


cere-cloth, impregnated perhaps with gums or resins, — thus 
oer Fy the -air, have. accounted for the preservation of the 
ody? 


Cere-cloth, in which the bodies of the dead were often 
wrapped before burial during the Middle Ages, was a 
coarsely woven material prepared by dipping it into melted 
wax, that had been impregnated with myrrh, cinnamon, 
and other preservative spices. Fabyan, in 1494, alludes te 
“Ye corps to be seryd and anoynted with ryche and 
precyose bawmys,’”’? and Murray gives the following quota- 
tion. from a work printed in 1557: ‘‘ Ceere them [the 
bodies] in three score folde of ceered cloths.’ 

It was not until the middle of the last century that 
further light was thrown on the subject, by the discovery 
of a manuscript purporting to have been written by one 
Joseph Pater of Bury St. Edmunds, at the time when the 
remains were found. According to this document: 


“On the 20th of February, 1772, some labourers employed in 
breaking up part of the old abbey church discovered a leaden 
coffin which contained an embalmed body as perfect as at the 
time of its death; the features and 
lineaments of the face were perfect, 
which were covered with a mask of 
embalming materials. The very 
colour of the eyes distinguishable; 
the hairs of the head brown, inter- 
mixed with ‘some grey ones; the 
nails fast upon the fingers and _ toes 
as when living; stature of the body 
about six feet. tall and genteelly 
formed. 

“*The labourers, for the sake of 
the lead (which they sold. to Mr. 
Faye, plummer in this town, for 
about 15s.), stript the body of its 
coffin and threw it promiscuously 
amongst the rubbish. From the 

lace of its interment it was soon 
ound to be the remains of Thomas 
Beaufort, third son of John of 
Gaunt, Duke of Lancaster. 

“‘He was a great benefactor to 
this church, died at East Greenwich 
in 1427, in the 5th year of King 
Henry ye Sixth, and was interred 
in this Abbey near his duchess as 
he had by his will directed. On 
the 24th of February following, the 
mangled remains were enclosed in 
an oak coffin and buried about 
eight feet deep, close to the north 
side of the north-east pillar which 
formerly assisted to support the 
Abbey belfry.” 

The writer concludes by stat- 
ing: 

_ “* Before its re-interment the body 
was mangled and cut . . . by Thomas 
Gery Cullum, a young surgeon in 
this town. The skull he sawed in 
ieces . . . his arms chopped off 
elow the elbows and taken away. 


of Our Lady, close to the wall. 
Here, according to the record, 
his body was found 350 years 
later, “‘ as perfect and entire as at the time of his death.” 

The next part of the story, which tells of the discovery 
of the body, is related in a communication made to the 
Royal Society by Dr. Charles Collignon, professor of 
anatomy at Cambridge, on June 25th, 1772. It is entitled 
“Some account of a body lately found in uncommon 
Preservation under the Ruins of the Abbey at St. 
Edmund’s Bury, Suffolk, with some reflections on the 
subject.”” The professor states that, 

“Tn the month of February last, some workmen, digging among 
the ruins of this Abbey, discovered a leaden coffin supposed from 


some circumstances to contain the remains of Thomas Beaufort, 
Duke of Exeter. 


“As it certainly was buried before the dissolution of the 
Abbey, it must have been there two or three hundred years. It 
was found near the wall on the left-hand side of the Choir of the 
Chapel of the Blessed Virgin, not enclosed in a vault, but 
covered over with common earth. Mr. Thomas Cullum, a surgeon, 
says the body was enclosed in a leaden coffin surrounding it very 
close, so that you might easily disiinguish the head and feet. 


. It was wrapped round with two or three large layers of cere- ” 


cloth, so exacily applied to the parts that the piece which 
covered the face retained the exact impression of the eyes and nose.” 


After giving an account of the internal organs as he found 


them, the professor observes that 


“the hands retain the nails, and the cere-cioth, which was of 
considerable weight, was doubtless put on hot. Might not the 


The hands of Thomas Beaufort, third son of John of Gaunt. 
(Copyright.) 


| 


The crucifix, supposed to be .a 
very valuable one, is missing. - It 
is believed the of . the 
Duchess was found (within about 
a foot of the Duke’s) on the 24th of February. 

“Every sensible. and humane mind reflects with horror at the 
shocking and wanton inhumanity with which the princely remains 
of the grandson of the victorious King Edward the Third have 
been treated and 345 years after his death. 

‘‘One of the arms the said Cullum confesses to have in spirits.” 

This account corresponds to some extent to that given by 
Professor Collignon, who had evidently been informed 
of the circumstances by Mr. Cullum. 

Thomas Ghery Cullum, the surgeon mentioned in the 
manuscript and also by the professor, was the younger son 
of a Suffolk baronet of that name, and on the death of 
his brother succeeded to the title and relinquished medical 
practice. Apparently he kept one of the hands he had 
sawn off and for a time the other disappeared, but, accord- 
ing to Jeaffreson, it came into the possession of a showman, 
who exhibited it about the country at the fairs he visited. 
lt eventually became the property of John Hunter, 
who may have bought it from the showman, for 
it found a place in his great anatomical collection 
and was among the specimens in his museum when. the 
former was purchased by the Government after Hunter's 
death in 1793. The other hand, which had been retained 
hy Sir Thomas Ghery Cullum, was presented by him to the 
College of Surgeons in 1814. In this curious way the two 
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MEDICAL MEMBERS OF LOCAL PUBLIC BODIES. 
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hands of Thomas Beaufort, after being separated for forty- 
two years, came together again. 

The hands even now, after a period of five hundred 
years, are in a remarkable state of preservation. They 
have apparently been kept with care, and are finely formed 
with long tapering fingers and small nails (now missing). 

The total length of the right hand taken from the back 
is 10} inches (26.55 cm.), and the length of the hand alone, 
measuring from the line joining the styloid process of the 
ulna and radius to the tip of the middle finger, 7x, inches 
(18.55 cm.). The diameter from median to lateral meta- 
carpal is 23 inches (7 em.). Allowing for shrinkage in the 
process of time, the hands are below the average in size 
for a man. It is noticeable, however, that the wrists are 
strong and well knit, as might be expected in those of a 
good swordsman and great warrior such as Thomas 
Beaufort, Duke of Exeter. 

Thanks are due to the Conservator, Sir Arthur Keith, 
for kind permission to reproduce the photograph of the 
hands taken by Mr. Stewart. 

C. J. S. Taompson, M.B.E. 


MEDICAL MEMBERS OF LOCAL PUBLIC BODIES. 


SCOTLAND. 
In reply to a request made in the British Medical Journal 
last year for the names of medical practitioners who are 
members of local authorities or their subsidiary public 
bodies in Great Britain many replies were received, and 
lists of names were published on December 8th, 1928 
(p. 1057), December 29th (p. 1190), and February 16th 
(p. 314). The information thus received related principally 
to England and Wales, only a few names being reported 
from Scottish authorities. Further details have since been 
received in this last respect, and it is now possible to 
publish a more complete list of names. Special interest 
attaches to it in view of the pending disappearance of 
education authorities and parish councils, their duties being 
taken over by county councils and the town councils of the 
larger boroughs. 
County Councizs. 
Argyll.—Dr. J. C. Boyd, Dunoon. 
Bute.—Dr. J. H. Paul, Millport. 
Clackmannan.—Dr, E. E. Dyev. 
East Lothian.—Dr. W. C. McEwan, Prestonpans. 
Inverness.—Major A. D. Mackinnon, C.M.G., Kyleakin, Skye. 
Lanark.—Dr. John Reid, Forth; Dr. J. Rogerson, Dalserf. 
Midlothian.—Dr. W. Young, West Calder. 
Orkney.—Dr. W. A. Sinclair, Kirkwall. 
Peebles.—Dr. J. R. Jeffrey. 
Renfrew.—Dr. J. M. Smeaton, Barrhead. 
Ross and Cromarty.—Dr. D. J. Macrae, Lochalsh. 
West Lothian.—Dr. J. Keay, Bangour; Dr. A. S. Kelso, 
Broxburn; Dr. 8. G. Ogilvy, Fauldhouse. 
Wigtownshire.-—Dr. D. Matthews, Glenluce; Dr. E. Shaw, 
Wigtown. 
Town Covncis, 
Arbroath.—Dr. W. J. Dewar. 
Ayr.—Dr. A. A. Young. 
Banff.—Dr. J. H. Stephen. 
Berrie.—Dr. Chas. Aymer. 
Buckie.—Dr. G. Hendry. 
Burghead.—Dr. W. D. Sutherland. 
Dumfries.—Dr. G. R. Livingstone. 
Dunoon.—Dr. J. W. Hill. 
Edinburgh.—Dr. T. G. Nasmyth; Dr. G. F. Barbour Simpson. 
Ellon.—Dr. W. Sinclair. 
Forfar.—Dr. J. A. Lowson (Provost). 
Fort William.—Dr. T. L. Brander. 
Glasgow.—Dr. Jas. Dunlop, Shettleston; Dr. Jas. Dunlop, 
Dennistoun; Dr. R. Forgan; Dr. 8. H. Bennett. 
Jedburgh.—Dr. J. Hamilton Hume. 
Kelso.—Dy. A. D. Fleming. 
Kingussie.—Dr. -F. Savy. 
Kintore.—-Dr. H. R. Vernon. 
Kirkintilloch.—Dv. A. D. Cowan. 
Laurencelkirk.—Dr. J. C. M. Matheson. 
Leslie.—Dr. A. R. Wight (Provost). 
Lockerbie.—Dr. G. H. Sinclair. 
Maybole.—Dr. W. P. Sandilands. 
New Galloway.—Dr. J. Cowan (Provost). 


Paisley.—Dr. W. H. Gibson. 

Sanquhar.—Dr. J. K. Dunlop. 

Stonehaven.—Dr. Chas. Burns (Provost). 
Tain.—Dr. E. K. Mackenzie. 

Thurso.—Dr. A. Asher (Provost). 

Whithorn.—Dr. J. G. McWhirter. 

Wigtown.—Dr. E. Shaw (Provost); Dr. W. Lilico. 


ParisH CouNCILs. 

Cleland (Lanarkshire).—Dr. A. Wright, Salsburgh. 

Cromdale (Movrayshire).—Dr. W. H. M. Barclay, Grantown 
on-Spey. 

Dallas (Morayshire).—Dr. R. Douglas, Elgin. 

Kilchoman (Argylishire).—Dr. D. MacLachlan. Islay. 

Tain (Ross-shire).—Dr. E. K. Mackenzie, Tain. 

Yetholm (Roxburghshire).—Dr. A. Rodger, Yetholm. 


EpvucaTion AUTHORITIES. 

Aberdcenshire.—Dr. A. Hendry, Ballater. 

Ayrshire.—Dr. W. P. Sandilands, Maybole. 

Berwickshire.—Dr. J. Cairns, Duns; Dr. F. Taylor, 
Coldingham. 

Caithness,--Drv. A. Asher, Thurso; Dr. J. R. Kennedy, 
Dunbeath. 

Dumfriesshire.—Drv. W. Park, Moffat. 

East Lothian.—Dr. D. R. Macdonald (Chairman). 

Fifeshire.—Dr. E. E. Morrison, St. Andrews. 

Kincardineshire.-—-Dr. W. Sinclair, Nigg. 

Midlothian.—Dr. W. Young, West Calder. 

Morayshire.—Dr. T. H. W. Alexander, Elgin; Dr. J. Bruce, 
Forres. 

Orkney.—Dr. Wm. Park, Kirkwall. 

aii G. F. Barbour, Pitlochry; Dr. R. Stirling, 
Perth. 

Ross and Cromarty.—Dr. J. Broadfoot, Dingwall; Dr. D. 
Johnstone, Cromarty ; Dr. D. Wallace, Ullapool. 

Selkirkshire.-—Dr. E. M. Tyrrell, Galashiels. 

Stirlingshire.—Dyr. C. E. Blair. Kilsyth. 

Sutherlandshire.—Dr. E. A. C. Beard, Armadale; Dr. J. D. 
MacRae, Bonar Bridge. 

West Lothian.—Dr. Wm. Anderson, Armadale. 

Wigtownshire.—Dr. D. Matthews, Glenluce; Dr. E. Shaw, 
Wigtown. 

Edinburgh (Burgh).—Dr. W. G. Sym. 


BRITISH EMPIRE CANCER CAMPAIGN, 


THE Marquess of Reading presided at the quarterly meeting 
of the Grand Council of the British Empire Cancer Campaign 
held on April 8th, when the following grants were made : £3,50 
to the Cancer Research Department of the Middlesex Hospital; 
£650 for cancer research work at St. Mark’s Hospital, London; 
£80 for cancer research work being carried out by Dr. J. C. 
Mottram at the London Radium Institute; and a sum of £500 
for special investigations to be made at the Cancer Hospital, 
London, under a scheme submitted by Dr. E. L. Kennaway. 

The newly formed Cancer Research Centre in the North of 
Ireland was invited to become an affiliated body of the 
Campaign, and congratulations were extended to the recently 
organized New Zealand Branch of the Campaign, which was 
inaugurated during the visit to Wellington by Mr. W. Sampson 
Handley. It was reported that the New Zealand Branch his 
been established under the patronage of the Governor-General, 
and a representative committee has been appointed, the Prime 
Minister of the Dominion having promised Government support 
for the movement. 

A summary of the recommendations made by the Committee 
of the International Conference, held last July, was submitted, 
and the Council passed the recommendations to the Investiga- 
tion Committee of the Campaign to take action in initiating 
executive action on the proposals. The report makes important 
suggestions for the continued investigations upon many lines 
of work reported on at the conference, and the committee 
stresses the necessity for the institution of standardized tecords 
of results of patients treated by radium and 2 rays. It urges 
that the British Empire Cancer Campaign, in collaboration with 
the Medical’ Research Council and the Ministry of Health, 
should invite all institutions using radium and x rays to utiliz 
an agreed form of record. 

The Council received the final reports on the subject of the 
Garton Prize and Medal for promoting investigations into the 
nature, causes, prevention, and treatment of cancer, to whi 
reference is made elsewhere this week (p. 698). 


It was announced that the midsummer ball would ,be held 


on June 5th this year, under the patronage of the Duke and 
Duchess of York and the presidentship of Lord and Lady 
Reading, and that Lady Bland-Sutton had undertaken the 
chairmanship of the Ball Committee. 
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Dinner to Lord Moynihan. 

Tas University of London Medical Graduates Society 
will give a complimentary dinner to Lord and Lady 
Moynihan of Leeds at the Hotel Metropole, King Street, 
Leeds, on Friday, April 18th, at 7.15 for 7.30 p.m. The 
chair will be taken by the president, Sir StClair Thomson. 
Any medical graduates of the University of London who 
desire to be present should apply at once to Dr. Rhoda 
Adamson, 24, Park Square, Leeds, who is acting as local 
honorary secretary. The price of the dinner will be half 
a guinea (exclusive of wines), which should be sent with 
the application for a dinner ticket, 


Public Cleansing in London. 

The report of an Investigation into the Public Cleansing 
Service in the Administrative County of London, by Mr. 
J. C. Dawes, has lately been issued.!| This report, made 
on the instructions of .the Minister of Health, gives for 
the first time a clear and exhaustive account of the public 
cleansing service of London, by which it is to be under- 
stood the arrangements for dealing with the huge quantities 
of house and other refuse which have to be collected in 
the metropolitan area, the cleansing of streets, and the 
many ancillary services. The great sanitary and economic 
problems which this service presents are examined in 
detail, and special consideration is given to the refuse 
dumps which disfigure some districts outside the metro- 
polis. Mr. Dawes alone is responsible for the report and 
for the opinions expressed therein. It contains a large 
number of facts and many illustrations, and a number cf 
tables giving details of this important sanitary service. Of 
special interest to those responsible for the local govern- 
ment of London are the conclusions at which Mr. Dawes 
has arrived as the result of his investigation, and his sug- 
gestions for the future organization of public cleansing 
work in London. He is of opinion that, from the technical 
standpoint, the existing system under which there are 
twenty-nine separate cleansing authorities for London has 
not proved a success, and that a satisfactory service for 
what is really one compact area can be provided only by 
centralized arrangements under a special body representa- 
tive of all the sanitary authorities. He considers also that 
it would be well that some, at any rate, of the districts 
outside the metropolis should be included in any joint 
scheme that may be devised. As regards the present 
service, Mr. Dawes finds that the arrangements for refuse 
collection are defective in important respects—for instance, 
the scattering of dust during loading, and the use of 
vehicles of obsolete design. Some methods of disposal come 
in for severe criticism, the practice of indiscriminate 
dumping in particular being strongly condemned. It is 
stated in the foreword that any proposals on the lines 
suggested in the report for centralizing this service need 
to be considered in the light of the prevailing organization 
of local government, and also in relation to other services, 
and that the Minister has decided to appoint a repre- 
sentative committee to consider the question of giving effect 
to the report. Further reference to this important docu- 
ment will appear in an early issue of the Journal. 


Ancoats Hospital, Manchester. 

When Ancoats Hospital was founded in 1828 the institu- 
tion was more aptly designated a ‘‘ dispensary.’ In the 
headred years that have elapsed there have been many 
changes in the clinical organization of this institution, 
consequent on increasing size and closer association with 
the university; structural additions were made in 1888, 
1900, 1915, and 1921. In view of its centenary special 
reference is made to this expansion and the future possi- 
bilities in the current annual report of the medical board, 
of which Mr. Arnold Renshaw is chairman. Good results 
have followed the establishment of a new out-patient 
clinic in genito-urinary surgery, and a cancer clinic is 
now available for the study of inoperable cases and new 
methods of treatment. Owing to the long waiting list it 
is only possible to admit the more serious cases to the 


1 ILM. Stationery Office, price 153, 


wards; this necessitates many minor operations being 
performed in the out-patient department. The chairman 
comments on the valuable educational facilities made 
available by Ancoats Hospital, and expresses the hope 
that in future it will tako a still greater share in under- 
graduate and post-graduate study. He looks forward to 
thé time when there will be a larger proportion of 
graduates from the Manchester medical’ school holding 
resident appointments or associating themselves otherwise 
with the clinical work of the hospital. He comments 
finally on the greater burden which the coming extension 
of the scope of the municipal health services will place 
upon the voluntary hospitals, requiring them to devote 
themselves more intensively to specialization in research’ 
and treatment. 
Treloar Cripples’ Hospital, Alton. 

On April 5th the trustees of the Lord Mayor Treloar 
Cripples’ Hospital and College entertained members of the 
honorary medical board at dinner to meet the Lord Mayor 
and Sheriffs of London. The dinner was held, by per- 
mission of the Master and Wardens of the Barbers’ Com- 
pany, at Barbers’ Hall, in Monkwell Street. Lieut.-Colonel 
Frederick Lawson was in the chair, and the other trustees 
present were the Lord Mayor, Miss Florence Treloar, and 
Mr. T. J. Harrowing. The speeches included many tributes 
to the pioneer work by Sir William Treloar for crippled 
children, to the hospitality of the Barbers’ Company and 
its former associations with surgery, and to the inspiring 
enthusiasm of Sir Henry Gauvain, medical superintendent 
of the Hospital and College at Alton. The toast of ‘‘ The 
Lord Mayor and Corporation of the City of London ”’ 
was submitted by Sir Alfred Robbins, and responded to 
by the Lord Mayor, Sir Kynaston Studd. In proposing 
‘¢ The health of the honorary medical board,’”’ the chairman: 
said that this was the twenty-first anniversary of the 
foundation of the hospital, and that during its existence 
5,000 patients had been cared for with a mortality of 
only 2 per cent.; in 95 per cent. of cases surgical tuber- 
culosis had been arrested at Alton. Mr. O. L. Addison, 
chairman of the executive committee of the honorary 
medical board, in his reply, spoke of the revolution in 
tho out-patient surgical departments of children’s hospitals 
in recent years, thanks to the work of the Treloar Hospital 
and its example. Sir James Berry, in proposing ‘‘ The 
health of the trustees,’’ contrasted the treatment of hip 
disease nowadays with the pitiable state of affairs fifty 
years ago, when he was a surgical dresser at Bart’s. Mr. 
Leonard Denny (Master of the Barbers’ Company), at the 
request of the chairman, pointed out, one by one, some 
of tho treasures preserved in the Hall, which was built 
in 1640 by Inigo Jones on the site of a much earlier 
Barber-Surgeons’ Hall. Holbein’s famous picture of 
Henry VIII granting his Charter to the Barbers and 
Surgeons was in full view of all; and the Master showed 
the cup given by Henry VIII, and other pieces of priceless 
plate. 


Scotland. 


Maternal Mortality work in Edinburgh. 
Tae annual meeting of the Edinburgh Hospital for 
Women and Children and the Elsie Inglis Memorial 
Hospital was held at Edinburgh on March 21st. Mrs. 
Chalmers Watson, C.B.E., M.D., presided. It was stated 
that the ordinary income for the year amounted to £11,466, 
which showed a slight increase over that of the previous 
year, while the expenditure had increased to £12,866. Dr. 
J. Parlane Kinloch of the Scottish Department of Health 
said that those working in the hospital were engaged on 
the central problem of their national health. Out of every 
1,000 births each year in Scotland seven women died, and 
the greater part of that maternal mortality was prevent- 
able. These figures did not take into account the great 
mass of disablement and disease which was experienced 
by the mothers who survived. The hospital was making 
a beginning with the work, and that work would extend. 
He stated that there were three ways of preventing 
maternal mortality. These were preventive midwifery, an 
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increasingly adequate midwifery nursing service, and better 
medical research into some of the problems on which they 
were working. 


Physical Deiectives in Glasgow Schools. 

At a meeting of Glasgow Education Committee on 
April 4th, a report was presented by the authority’s 
medical officer and the visiting surgeon to the Royal 
Hospital for Sick Children, dealing with orthopaedic cases 
examined by them in the schools for physical defectives. 
The report stated that 164 children suffering from various 
defects and deformities had been examined, and that all 
of these required continuous supervision during the whole 
of their school life in order to correct or prevent de- 
formities. None of the cases required residence in hospital 
for more than two or three weeks at a time, and thie 
opinion was expressed that closer co-operation between 
hospitals, patients, and parents would prove of permanent 
benefit to the children. It was agreed at the same meeting 
to appoint a special committee in view of the reports 
received frem the Scottish Department of Health indicat- 
ing marked improvement in the health and physique of 
school children who had received an addition of milk to 
their ordinary diet. A member of the Education Authority 
stated that it had been calculated that the supply of 
half a pint of milk daily throughout the children’s school 
life would result in an increase of four inches in height 
and of fifteen pounds in weight. The authority’s powers 
were, however, limited, and food could be given only to 
necessitous children. It was suggested that school milk 
clubs should be formed to enable the children to defray 
the cost of this extra milk, which would amount to four- 
pence a week for each child, and arrangements were made 
for experts to address the teachers and scholars on the 
subject. 

East Fortune Sanatorium. 

The sixth annual report of the East Fortune Sanatorium 
for Tuberculosis has just been issued. This sanatorium is 
maintained jointly by the south-eastern counties of Scotland 
for cases of tuberculosis occurring withm their area. 
During the year 1928, 113 cases of Jung disease were 
admitted, of which 86, or 76 per cent., had the disease in 
an advanced stage, while only one patient could be regarded 
as an early case. Thirty-nine patients were admitted 
suffering from disease of the bones, joints, and abdomen, 
and of these 20, or 51 per cent., had disease of an advanced 
type, while in only 3 could the disease be regarded as in 
an early stage. The advauced stage of the disease naturally 
necessitated long periods of residence. The number of 
admissions had, however, been decreasing for the last three 
years, in which the figures had been respectively 284, 218, 
and 193, while the number of discharges had similarly 
fallen, the figures being 252, 187, and 165. The numbers 
in residence, however, remained approximately the same on 
account of the lengthening in the average period of resi- 
dence. While in 1926 the average period of residence of 
those discharged during the year was 187 days, in 1928 
the average term of residence had risen to 472 days. 


Scottish Blind Women. 

The Thomas Burns Home for Blind Women, Alfred 
Place, Edinburgh, was opened on March 26th by the 
Countess of Haddington. The Rev. Thomas Burns, chair- 
man of the directors of the Edinburgh Royal Blind Asylum 
and School, said that the institution’s first home for blind 
Women was on a small scale, and was opened in 1825 
in the buildings of the institution at the south corner of 
Hill Strect and Nicolson Street, and this had served its 
purpose for fifty years. When the West Craigmillar build- 
ings were opened in 1876, part of these buildings were set 
aside for use as a women’s home, but the directors had 
decided, more than ten years ago, to provide a separate 
and larger home. In November, 1926, an anonymous gift 
of £1,000 for a new home was received by the directors, 
and this was followed by several other donations of con- 
siderable amounts. The new home provided accommoda- 
tion for sixty women, and forty-two were now in residence, 
The total cost, which included furnishings and the laying 
out of the grounds, was £18,500, of which approximately 
£7,600 had been provided by the local authorities and the 


State. Sir Leslie Mackenzie said that for a generation 
Dr. Burns had been a personality in the city life of 
Edinburgh. He had made it his special task that the 
problem of the blind in Scotland should be solved on 
Scottish lines. He considered that Dr. Burns deserved the 
honour of having the institution named after him, and he 
wished also to pay a tribute to the interest taken by the 
local authorities and the civil service in the treatment of 
the blind. A large portrait of Dr. Burns was presented 
to the home. 
Falkirk Infirmary. 

At the annual meeting of subscribers to Falkirk and 
District Infirmary it was reported that the ordinary income 
for the past year had amounted to £9,569, an_ inerease 
over that of the previous year of £354, while the total 
expenditure for the year had been £7,637, or £336 less 
than in 1927. Dr. John Young, chairman of the board of 
managers, presided, and made a statement with regard to 
the progress that was being made in relation to the 
provision of the new infirmary for East Stirlingshire, 
The net amount raised for this purpose up to December 
31st, 1928, had been £54,427, and accordingly operations 
in connexion with the erection of a first section of the 
new infirmary had been undertaken,’ and early completion 
was expected. The chairman further stated that in the 
new infirmary provision was to be made on a_ modified 
scale for the reception of paying patients, and the experi- 
ment of this policy would be looked forward to with 


interest. 


Ireland. 


A New Hospital for County Armagh. 

A LETTER has been addressed by the Ministry of Home 
Affairs, Northern Ireland, to the Armagh County Council, 
in which the Minister stated that as the present county 
infirmary building was out of date and the surroundings 
unsuitable, it was thought inadvisable to spend money on 
alterations, but that. a new. building would be a more 
economical proposition eventually. The question was not 
ene of so many more beds, as presumably sixty would be 
sufficient—unless child welfare and maternity, etc., were 
to be added; but there must be better accommodation for 
the x-ray department, on which over £600 had been spent; 
for the house-surgeon, who used the boardroom at present; 
for the matron and nurses, who had now no place to retire 
when off duty; and for the extern department. With 
regard to the last-named, there was only seating accom- 
modation in the entrance passage for about six people, 
and even then there was inconvenient crowding. A proper 
operating theatre was required and a separate place for 
accident cases. If the surgeon’s residence were used for 
some of these purposes a new house would have to be 
built for him in the yard, as the ground at the back fell 
away steeply from the buildings. With regard to district 
hospitals, the existence of these would not do away with 
the necessity for the skilled treatment of serious surgieal 
cases in the county infirmary. Of course, these could be 
treated in Belfast, but probably they could be as efficiently 
and more conveniently treated in the county infirmary 
if a modern building were erected. The county counell 
contributes £3,000 per annum to the present institution. 
Under the Local Government Act (Northern Ireland), 
1923, there appears to be power to erect a county infirmary 
on a new site and to expend on it ‘such sum as the 
Council think fit.” 


Medical Certification of Insured Persons in the 
Irish Free State. 


The National Health Commission, in a letter addressed: 


to medical certifiers, has referred to its circular letters of 
September 15th and December 14th last on the subject 
of the proposed alteration of the basis for the distribution 
of the funds available for medical certification. Following 
an interview between the Minister for Local Government 
and Public Health and representatives of the medical 
profession, it has been decided to postpone the introduction 
of the proposed change from the dispensary to the county 


basis pending furtier consideration by the Minister of 
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questions concerning national health insurance as a 
whole. After consultation with the Minister for Finance, 
the Commission has, however, decided that the extra cost 
of administration entailed by the retention in certain 
certification areas of the dispensary district as the unit 
of distribution of the Medical Certification Fund cannot 
be allowed to remain a charge on State Funds, The 
amount involved—namely, £800 per annum—vwill, therefore, 
without prejudice to the larger question which waits 
the Minister’s decision, be deducted meanwhile frm the 


* moneys made available for medical certification, As, how- 


ever, the county boroughs and urban districts of over 
10,000 inhabitants have not been affected by the Com- 
missioners’ proposals, it is not intended to charge any of 
the £800 against the moneys applicable to these areas, 
but to recover the entire amount from areas outside the 
county boroughs and urban districts referred to. This 
will mean a reduction this year of 2.65 per cent. approxi- 
mately in the respective dispensary pools, The Commission 
states that it is proposed to bring this arrangement into 
operation as from January ist, 1929. 


Correspondence. 


COLLES’S FRACTURE. 

Sin,—There are a few points in the discussion on this 
subject to which I think it necessary to refer. One writer 
objects to the method of reduction practised by Sir Robert 
Jones. This must be the method he and I learnt frem our 
lamented friend Mr. Hugh Owen Thomas, which is simple, 
successful, and, moreover, requires no anaesthetic. The pain 
of reduction lasts only a few seconds, and its disappearance 
is followed by complete relief. I had the privilege of 
demonstrating this mode of reduction at the Royal Society 
of Medicine (Surgical Section, November 8th, 1910) during 
a paper by Sir Robert Jones on fractures in the neighbour- 
hood of joints, which was published in the Proceedings of 
December, 1910, with reference also to the Proceedings 
of 1908 (Surgical Section, p. 221). 


One of the difficulties in the treatment of Colles’s fracture . 


is to prevent return of deformity even after skilful reduc- 
tion. This is best effected by using splints of sheet metal, 
twisted in the direction of prenation and lipped at the 
lower end, so as to catch the hand and lower fragment of the 
radius in the one case, and the lower end of the ulna in 
the other. At the very beginning of his own use of the 
“twisted splints’? in Colles’s fracture in this way Mr. 
H. 0. Thomas put up my own forearm in them, with the 
effect of at once preventing supination and further prona- 
tion and producing a feeling of security. This is the 
greatest advance in the splinting of Colles’s fracture. The 
bandaging must, however, be quite slack, and to keep the 
splints from slipping my practice has been to apply sticking- 
plaster, folded with the sticky side out, between the padded 
splint and the forearm. Otherwise union in the fracture 
may be delayed by the ‘‘ anaemia of pressure.’’ This pre- 
caution of avoiding tight bandaging was a constant prin- 
ciple in Mr. H. O. Thomas’s practice, and his caro, skill, 
and judgement can be known only to those who saw him at 
work, Along with this slack bandaging the forearm may 
be allowed to hang without sling, as some swelling is no 
detriment, but permits nutritive juices to pervade the seat 
of fracture and hasten union. 

The only “ impaction ” that can occur is the unreduced 
rotation of the lower radial fragment, producing pain by 
the abnormal stretching of the extensor tendons in the 
rotated and displaced fragment. The absence of real im- 
paction was explained by the late Professor Gordon of 
Belfast in his Treatise on Fractures of the Lower End of the 
Radius (Churchill, 1875), where he also explains the occur- 
rence of Colles’s fracture by ‘‘ cross-breaking strain.’”? This 
I proved as soon as I got the book in February, 1876, by 
making the fracture artificially in several dead bodies in 
the dissecting room of the Liverpool School of Medicine. 
Gordon’s book contains the most exact account I know of 
Colles’s fracture and of the mechanism of its cause. 

[ have never used the contrivance known as ‘“ Gerdon’s 
splint,” though we had several specimens in the splint 


room of University Collego Hospital during my residence 
there in 1869 and 1870. Nor have I felt any disposition 
to use Carr’s splint, which does not come up to my idea 
of what is wanted; in fact, no splinting can compare in 
efficacy with the “ twisted splints ’’ of sheet metal above. 
referred to.—I am, etc., 

Liverpool, April 7th, RusHTon PARKER. 

Si,—My old house-surgeon Mr. A. S. B. Bankart will, 
I feel sure, forgive me if I suggest that his criticism in 
your issue of March 16th (p. 491) of Messrs. Grasby and 
Trick’s paper is somewhat lacking in generosity. Such 
reports by men, when dressers in fracture departments, 
can only be for good and may do something to dispel many 
popular illusions with regard to prognosis. The chief of the 
department is to be congratulated on having inspired and 
permitted the investigation. It must be admitted that the 
authors exposed themselves to criticism in that they drew 
broad deductions from a number of cases far too small 
to be of the slightest statistical value; yet, even if 
generalizations are admissible, I find myself absolutely 
unable to appreciate the argument put forward by Mr. 
Bankart. 

As a member of the committee which drafted the British 
Medical Association’s report of 1912 I am unlikely to 
minimize the importance of absolute restitution of align- 
ment; it must, however, be admitted that in some cases of 


‘Colles’s fracture in elderly and ‘infirm ~ women a bad 


result is preferable to’ the risk which a _ general 
anaesthetic would entail: further, it is not uncommon in 
my experience to fail to reduce the deformity completely 
by manipulation under a general anaesthetic, even with 
the aid of a wedge; in such cases comminution or consti- 
tutional defects not infrequently contraindicate open re- 
duction. I must admit that I have never mastered the 
Jones technique. The method I teach and attempt to 
carry out myself is disimpaction by extension in dorsi- 
flexion followed by adduction with palmar flexion. 

After reading Messrs. Grasby and Trick’s paper care- 
fully a second time, I fail to see what grounds Mr. 
Bankart finds in it for his conclusion—that ‘‘ at a great 
London ‘teaching hospital a Colles’s fracture is never 
properly reduced.’’ Nor can I agree that ‘‘ the usual results 
of the methods of treatment at present adopted” are 
invariably unsatisfactory. Surely Mr, Bankart cannot 
believe that his first statement can with truth be made of 
any hospital, and least of all with regard to the hospital 
where he received his early training and to which he is 
indebted for much of his success. His paper would 
endeavour to show that general surgeons know nothing 
of the treatment of Colles’s fracture, and that orthopaedic 
surgeons know everything. I dislike these antitheses and 
antagonisms: we are all working in the same field for the 
advancement of knowledge, and such gibes contrast ill 
with a recent tribute to Arbuthnot Lane’s contributions 
to orthopaedics by an orthopaedic surgeon.* 

When reading Mr. Bankart’s paper I felt that the 
application of extreme force which he advocates is 
dangerous, as I have seen the median nerve injured when 
apparently the force used was not unusual; but while 
preparing this note I find that this is dealt with by others 
in your issue of March 30th, so that further comment is 
unnecessary. Everyone knows how fallacious is a general 
impression: of results, as was shown by the: findings of the 
British Medical Association’s Committee on Fractures 
referred to.above. One cannot help thinking that if Mr. 
Bankart would look up his own cases after at least a two 
years’ interval, he would find that his preconceived ideas 
did not entirely coincide with the results obtained. As 
a fact, it is up to Mr. Bankart to show a very high 
percentage of good results, for I ‘gather that besides 
regarding Colles’s as one of the easiest fractures to treat, 
Mr. Bankart is of opinion that it is always possible and 
in the patient’s best interests to reduce the deformity. I 
rejoice to read that Mr. Bankart did at least carry away 
from Guy’s one good principle—which is that, provided 
deformity is reduced, the particular type of splint or 
other retentive apparatus used is of relatively little impor- 
tance; or conversely, if the displacement is not corrected, 


1W. H. Trethowan, Lancet, January 9th, 1928, p. 90. 


tion 
of 
the 
on 
the 
the 
it of 
nted 
and 
“ease f 
total 
less aby 
‘d to 43 
the 
hire, 
mber 
the 
| the 
lified 
peri- 
with 
| x 
ts 


706 Aprit 13, 1920] CORRESPONDENCE. 


no apparatus can be expected to do this. It can only 
maintain the reduction when once obtained, and in a 
Colles’s fracture the fragments once put into normal 


‘alignment impinge on one another so freely that very little 


more than firm support is needed. 

I have read Messrs. Edwards and Clayton’s paper with 
much pleasure and advantage, but cannot agree with Mr. 
W. A. Cochrane’s comments on this in the British Medical 
Journal of March 9th (p. 477) as to the frequency of 
displacement of the lower end of the ulna. I find that 
my failures do not show this deformity, which hitherto 
T have not met with as a marked feature of this accident, 
I attribute most of my own bad results to secondary 
arthritis of the wrist or inferior radio-ulnar joint; this 
is caused by altered mechanics either due to defective 
restitution or to involvement of a joint surface by the 
fracture. But as I have not reviewed my results this 
must be taken as a mere impression, and therefore of 
little value.—I am, etc., 

London, April 6th. C. H. Facer. 

Srr,—Those who, like myself, have for long considered 
the present methods of reducing Colles’s fracture to be 
somewhat inadequate, should be grateful to Mr. Bankart 
for daring to blaze a new trail. His assumption that to 
disimpact a fracture impacted by force requires almost as 
great force to reduce it, is strictly logical, and no amount 
of argument to the contrary can affect it. 

That some few specialists (and, of course, Sir Robert 
himself) have gained the knack of applying the requisite 
force by Jones’s method is undoubted, but what of the 
general practitioner who is called upon to treat the 
majority of these cases? Needless to say, his results are 
usually no better than those published at the opening of 
this discussion—perhaps often very much worse. He does 
not see enough of these cases to enable him to acquire the 
knack of using Jones’s method to its proper advantage. 
He needs a more direct method, and I think Mr. Bankart 
has pointed the way. 

After all, Mr. Bankart’s method is only another way of 
applying Sir Robert Jones’s two forces, and to those who 
would hesitate to apply what may seem uncontrolled force 
over an orthopaedic wedge, in the manner of Mr. Bankart, 
the use of a modified Thomas’s wrench may appeal. 

By means of a Thomas’s wrench the forces used by Sir 
Robert Jones are increased many times, and there is little 
danger of sudden strains on tendon or nerve. 

It is the opinion of most surgeons, I think, that once 
the majority of these fractures are properly reduced they 
almost take care of themselves. The reduction is the 
vital point, and no amount of splinting in fancy positions, 
massage, or other accessories (the refuge of the inexpert 
fracture surgeon) will give a good result if the reduction 
is not anatomically correct, 

It must not be forgotten, too, that in patients of 
advanced years the joints are quite ready to become the 
seat of osteo-arthritis, without the additional burden of 
an anatomical defect, however slight.—l am, etc., 

London, N.W., April 2nd. A, W. Bayuey. 


TREATMENT OF FRACTURES. 

Sir,—Using the instances of Colles’s and Pott’s frac- 
tures, the treatment of bony injuries is being discussed in 
your columns in interesting fashion; old arguments are 
being reopened and new ones advanced. 

The treatment of all fractures aims at re-establishment 
of bony continuity and restoration of function, while the 
methods and appliances employed are legion. Experience 
of many thousands of fracture cases at a base hospital 
in France convinced me of the truth reiterated by Mr. 
Ollerenshaw that the one essential to successful results is 
“continual supervision under one coutrol.’”? I would go 
further and say that the type of traction employed, the 
method of fixation, or the mobilization of the limb during 
fixation are utterly secondary to continuity of supervision. 
When in charge of a surgical division T had the duty of 
supervising some 450 beds for fractured femur cases; 
I refrained from formwating a routine teclinique of treat- 
ment, but with the help of the consulting surgeon managed 


to get my staff immobilized, and even obtained specialig 
status for them. Each had his own devices for treatment 
but careful analysis of the results showed nothing ty 
choose between the different groups of cases: for example 
an average shoriening of under 1 cm. was obtained jg 
500 cases treated in divers ways. 

My chief object, however, in writing this letter is ¢, 
draw attention to the werk of Dr. Lorenz Béhler- of the 
Umfalspital, Vienna, in the treaiment of fractures, 4 
period of post-graduate study there, recently, convinced , 
‘me of the outstanding excellence of his results, and T feel 
that his methods should be better known here. The hog 
pital is purely an accident hospital, specialized for this 
and, I believe, financed by a group of insurance companies 
The principle of treatment by Bohler is not new, being the 
fixation of the fracture in such a way as to allow of voluntary 
movement of the limb above and below the site of fracture; 
the methods employed, however, appear to me together to 
constitute a definite advance in treatment. They are: (1) The 
employment of local anaesthesia (2 per cent. novocain, 20 i 
40 c.cm.) in the reduction of recent fractures, with almost 
dramatic effect, and the remarkable advantage that the 
patient can and does assist the manipulator in reduction, 
(2) Pin or ice tongs traction is used in conjunction with 
plaster and metal splints. (3) Internal fixation by opera. 
tion is avoided, and, excepting only in fractures of the 
olecranon and patella, has not been used within the last 
three years. (4) Reduction is effected under extension and 
counter-extension of the limb—as, for example, in the 
germane instance of Colles’s fracture—the flexed elbow was 
fixed by a band of webbing, while extension was applied 
temporarily to the palm and fingers by a mastisol bandage, 
the reduction of the impaction deformity being carried out 
by the surgeon in a supination-pronation manceuvre as 
described by Sir Robert Jones on March 30th (p. 619); a 
dorsal plaster splint extending to the knuckles allowed 
movement of the thumb and fingers and of the elbow. 

Pott’s and other ankle-joint fractures are similarly dealt 
with, fixation being effected by a plaster cast applied 
directly to the skin on the flexor aspect, carefully moulded 
to the joint, and carried to the heads of the metatarsals; 
to this are added circular bandages in which is ineor 
porated a metal stirrup extending to 2 in, beyond the heel, 
and on which the patient is encouraged to walk on: the 
third day. 1 have had the opportunity of using the method 
in two stout elderly women, with gratifying results; they 
were discharged from hospital at the end of a week, and 
hoth were fully able to perform household duties six weels 
after the fracture. The greatest stress is laid on accuracy 
of reduction; * wet’? films are taken through the. moist 
plaster, and if apposition is unsatisfactory the process af 
reduction is repeated—the local anaesthesia lasts for about 
two hours. (5) Compound fractures are regarded. a 
‘ urgents,”? and are operated upon, again under local 
anaesthesia, within two hours of admission; débdridement, 
reduction, obliteration of dead spaces, and closure ar 
effected, but no buried sutures (catgut) are used, the skia 
only being sutured; a window in the plaster allows é 
inspection and dressing. The results of these technical 
measures bear out what experience taught one in France 
—namely, that early excision and closure obviate suppure 
tion; that immobilization at the site ef fracture is the 
most important factor in overcoming suppuration when 
this is established: and that plates, screws, pins, and 
sutures are foreign bodies which tend to impair resistance 
and impede repair: their sole virtue is in their ability t 
effect immobilization of the fragments, and, since 
can be achieved by other means, they should he discarded. 

While in Vienna -T was allowed to examine some sixtf 
out-patients Bohler’s clinic, during. the course of 
routine inspection by the surgeon. Critical examination 
failed to reveal one result which could be regarded # 
indifferent by ordinary standards, while the number of 
amputations in case records was enviably small. 1 ought 


to mention that a massage or orthopaedic department doe 
not exist at this hospital, the method used obviating the 
necessity for such a department. 

Béhler's treatise on the treatment of fractures has beet 
translated inte English, or rather American, and is now 


in print; unfortunately, I have not yet got the name 
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-the publisher. In the meantime, those interested in the 
local anaesthesia technique will find a paper by Béhler on 
the methods of analgesia in the treatment of fractures 
in the March number of Ars Medici, published by the 
American Medical Association of Vienna.—I am, etc., — 
Sunderland, March 29th, W. Grant Waveu. 


THE INTRACUTANEOUS TUBERCULIN TEST. 

Sir,—It is a pleasure to find, in Dr. Camac Wilkinson’s 
further communication on the above subject, in your issue 
of March 30th (p. 621), that, while we may differ as to the 
use of certain words, our views on the more fundamental 
questions are not very far apart. 

Like me, Dr. Wilkinson appears to hold the orthodox 
view that the tuberculin reaction is a specific allergic 
inflammatory condition. Why he should object to my using 
the expression ‘‘ plaque of oedema’’ to describe the in- 
filtrated part of the inflamed area I cannot imagine. 
Adami and McCrae, in their Textbook of Pathology, stated, 
under the heading of ‘‘ inflammatory oedema,”’ that “ all 
acute inflammation is accompanied by a local increased 
passage of fluid out of the vessels,’’ and my own sections 
of early allergic areas in tuberculous infection confirm this. 

As to my selection of the third day as the best date for 
“reading”? the reactions for comparative purposes, this 
date was chosen on the grounds of average measurements 
of reactions at different time-periods after the introduction 
of the tuberculin; and these measurements showed clearly 
that the third day was, on the whole, the best date for 
the purpose. Some authorities advocate a still earlier 
“reading.”’ Dr. Ritter, for instance, in the Handbuch 
der Tuberkulose of Brauer, Schroeder, and Blumenfeld, 
expresses his views as follows: ‘‘ Die Reaktion tritt 
nach 5-6 Stunden ein, erreicht nach 48 Stunden ihren 
Héhepunkt, um nach 2-3 Tagen wieder zu verschwinden.”’ 
Dr. Wilkinson is quite right in saying that the induration 
“may persist for weeks.””’ In my own case, it persisted 
for six weeks; but I do not contemplate undergoing a 
course of tuberculin treatment on that account. 

I agree with Dr. Wilkinson, too, as to the interest 
attaching to post-mortem observations in this connexion. 
Burghardt found tuberculous lesions in 92 per cent. of 
cadavers of patients dying from “all causes” between 
the ages of 20 and 90 years; and Niigeli recorded a slightly 
higher percentage. These findings accord well with my 
90 per cent. of ‘‘ positives’’ to 1 in 1,000 tuberculin in 
healthy adult males, 

In my opinion it is well to distinguish between the 
tuberculous infections which are consistent with health 
and those so extensive as to cause tuberculous disease. 
I admit that the borderline may be difficult to define, 
but I am not in favour of regarding the majority of our 
adult population as suffering from tuberculosis merely 
because about 90 per cent. are demonstrably infected with 
the tubercle bacillus. 

Dr. Camac Wilkinson must forgive me if I forgo the 
pleasure of studying with him the histories of his cases, 
I can well believe that they are, as he says, ‘‘ numberless,’’ 
if he has accepted as his criterion of diagnosis a positive 
reaction to the intracutaneous tuberculin test.—I am, etc., 

Cardiff; April 5th. S. Lyte Cummins. 


DENTAL CARIES AND VITAMIN D. 

Sm,—I have read with great interest the correspondence 
arising out of the article by Mrs. Mellanby and Dr. 
Pattison on the association of dental caries with vitamin D 
deficiency published in the British Medical Journal of 
December 15th, 1928 (p. 1079), and venture to offer a few 
observations on the incidence of dental caries, the dietary, 
and the dental habits of two of the immigrant Asiatic 
laces of British Malaya—the Chinese, and the Southern 
Indians or Tamils. 

These races present a sharp contrast in their respective 
tendencies to dental decay. Among Tamils dental caries 
is rare, and the majority preserve a full set of excellent 
tecth into late middle age. Few have need of dental 
attention, and still fewer ever get any. On the other hand, 
the immigrant Chinese population suffers badly from caries 
of the teeth, and there are few towns, however small, 


where a Chinese dentist does not flourish. The following 
figures indicate the amount of dental caries in two com- 
parable groups of adult coolies, Indian and Chinese, taken 
without selection from labour forces of the Kuala Pilah 
district of Negri Sembilan, ; 


Number Number Number of 
Ex..mined, with Caries. |Teeth Carious. 


Chinese 100 49 163 


| 
| 400 6 7 


These figures probably give a fair index of the prevalence 
of dental decay in the general coolie population. 

The dietary of these races is essentially traditional, and 
does not depend appreciably on the local market produce. 
There is surprisingly little individual and diurnal variation. 
Both dietaries tend to be monotonous and unbalanced, but 
the Tamil diet is much poorer than that of the Chinese. 
In general it may be said that a Chinese coolie spends 
twice as much on food as a Tamil in similar employment. 
The diet of the former consists largely of polished rice, 
supplemented by a liberal daily consumption of vegetables 
fried in ground-nut oil. The Chinese are the vegetable 
gardeners of the peninsula, and are alive to the dietetic as 
weil as the economic value of garden produce. Dried fish 
is a common addition, and pork, preferably fat, is added 
as often as means will permit—usually from once to four 
or five times weekly. Parboiled rice, which forms the 
basis of the Indian diet, is mixed with either dholl (husked 
and split pulses, chiefly the chick pea), maize, or dried 
fish, and flavoured with such curry stuffs as coriander, 
cardamoms, turmeric, and tamarind. Fresh vegetables, 
far from being the important item they form in the 
Chinese dietary, are included sparingly once every two to 
four days. Coconut oil is the only fat commonly used by 
coolies. Milk, butter, and eggs have no place in either 
Chinese or Tamil coolie diets. 

The presence in the Chinese dietary of an abundance of 
green vegetables would appear to ensure a sufficiency of 
vitamins A and D. Most Chinese coolies work stripped 
to the waist for eight or more hours a day exposed to 
powerful solar irradiation in tin mines or on jungle 
clearings, so that deficiency of vitamin D is extremely 
unlikely. Moreover, the symptoms of vitamin D deficiency 
—rickets and osteomalacia—are rare in Chinese of the 
coolie class, while the relatively high degree of resistance 
to bacterial infection with the rarity of keratomalacia 
testifies to the general adequacy of vitamin A in their diet. 

The Indian diet is a poor source of vitamins A and D, 
and although insolation is sufficient to prevent the appear- 
ance of symptoms of vitamin D deficiency, vitamin A 
starvation is far from uncommon. Keratomalacia is fre- 
quently seen, and in general the Tamil coolie puts up a poor 
fight against bacterial infection. This was well shown in 
the influenza pandemic of 1918, when the mortality of 
Indians employed on rubber estates of Negri Sembilan was 
88.3 per thousand of estate Indian population, compared 
with a 20.4 mortality in estate Chinese. 

Among these races, and in so far as vitamins A and D 
are concerned, there would thus seem to be no grounds for 
regarding dental caries as an avitaminosis. If vitamins 
have anything to do with the question it is possible that 
the anti-beri-beri vitamin B (which is shown by the dis- 
tribution of beri-beri in these races to be commonly 
deficient in the Chinese diet, but never deficient in the 
Tamil diet) is also the caries-preventive factor. 

A more likely explanation is the difference of dental 
habit and hygiene. Most Tamils clean their teeth in the 
early morning by chewing a small piece of charcoal into a 
fine pulp, which is rubbed with a finger over the surface 
of the teeth. The grinding of the charcoal by the molar 
teeth scours the biting surface, and cleans and _ polishes 
them by an efficient natural method. This is followed by 
a thorough mouth lavage, which is repeated after meals. 
Throughout the day the Tamil habitually chews the tough 
and fibrous areca nut, wrapped in a betel leaf, and mixed 
with a paste prepared from burnt cockle shells. This 
practice provides exercise for his teeth and jaws, and is 
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probably an important factor in the maintenance of his 


-strong healthy teeth. Some Indians adopt the Sikh 


practice of biting a piece of the stem of a species of briar, 
and of scrubbing the teeth with the resulting brush-like 
end. Sikhs are accustomed to use the stem of the shrub 
Sinyonya (Memecylon caeruleum). This shrub has an acid 
juice which leaves a pleasant tingling sensation on the 
tongue and gums, and is reputed to have some yalue as 
an oral antiseptic and deodorant. Many: other trees and 
shrubs have been adopted for this purpose, the most 
important being the marcosa and banyan trees. 

So far as my observations go, Chinese coolies rarely 
clean their teeth, with the result that soft carbohydrate 
food collects in the pits and crevices, and initiates the 
development. of dental caries. The comparatively few 
coolies who pay any attention to oral hygiene do so in 
a perfunctory fashion with a cheap toothbrush and water. 
The two factors which seemed to be most concerned in the 
maintenance of the Tamil’s vigorous teeth—cleanliness and 
hard use—are both conspicuously absent.—I am, etc., 

J. W. Frevp, 


Kuala Pilah, March 2nd. Malayan Medical Service. 


Sirr,—In his letter of February 2nd (p. 225) Dr. J. Sim 
Wallace refers to the high incidence of dental caries 
among the children of Australia and New Zealand, where 
** sunshine is specially abundant, and the irradiation of 
ergosterol in the skin is amply provided for.’? The same 
objection has occurred to those of us in South Africa who 
have been thinking over the recent developments of the 
subject. Bright sunlight is available almost every day of 
the year to irradiate our skin and the food we eat. It is 
difficult to believe that there can be any deficiency of 
vitamin D, especially when we find that rickets is almost 
unheard of. In spite of this, however, dental caries is 
unfortunately only too common; in the opinion of some 
authorities the incidence is at least as great as, if not 
greater than, in England. Moreover, it is not confined to 
the European; although the fine teeth of the Bantu are 
proverbial, investigation has shown that dental caries is by 
no means uncommon,even among the native children, whose 
life in the kraal might almost be described as a perpetual 
sun bath.—I am, etc., 

F, Fox, D.Sc. 

Biochemical Department, 


South African Institute for Medical Research, 
Johannesburg, March 13th. 


PROTEIN THERAPY IN PUERPERAL INSANITY. 

Sir,—The report by Dr. Vivian Barkin in the British 
Medical Journal of January 12th (p. 67) on the treatment 
of puerperal insanity by injections of T.A.B. vaccine 
confirms work which has been carried on in Victoria for 
the last five years. Dr. P. A. Lalor injected patients 
suffering from puerperal insanity with vaccines containing 
100 million streptococci, 100 million B. coli, and 600 
million staphylococci in each cubic centimetre. An initial 
dose of 0.3 c.cm. was given, and the dose increased by 
0.3 c.cm. every four days till 1.5 c.em. had been given in 
a dose. The injections were given subcutaneously, After 
an interval of a month, another series of double strength 
was given. The result has been extremely satisfactory in 
certain cases. The majority of patients with puerperal 
mania recover without difficulty by the usual methods of 
treatment, but a certain number remain in a stage of 
mental enfeeblement and do not seem to give any prospect 
of further improvement. Such patients should not be 
allowed to remain as chronic inmates of asylums without 
a trial of the vaccine therapy just outlined. In all, 
twenty cases have been treated; of these fifteen have 
improved sufficiently to leave the hospital and have since 
remained out with their friends. Some of them had been 
in the hospital upwards of three years, and had been 
considered chronic mentally enfeebled patients. 

I regret that I am unable to give the exact statistics. 
The study was carried out by Dr. Lalor, who died in 1927, 
and was unable to complete his work, but I am personally 
satisfied that sufficiently good results have been obtained 
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to show that all cases of post-puerperal mental enfeebjg. 
ment should be given at least two courses of Vaccing 
injections.—I am, ete., 

Joun K. Avery, M.B., B.S.Melb,, 


Medical Superintendent, Sunbury 


Victoria, Australia, Feb. 24th. Hospital for Insane. 


LOCAL ANAESTHESIA IN OPERATIONS FOR - 
HAEMORRHOIDS. 

Sim,—Dr. P. Kennedy Murphy, in his letter of Mare) 
23rd (p. 574) on local anaesthesia in operations for 
haemorrhoids, speaks very favourably of this method ang 
the uniformly good results obtained by him. He is not in 
favour of stretching the sphincter ani in the majority of 
cases, since he finds that it may cause pain, bruising, and 
damage to the sphincter. He is not in favour of a tube 
being inserted, as it is liable to cause severe pain. 

As stated in my article, 1 invariably perform dilatation 
of the sphincter, but 1 have never met the disadvantages 
mentioned by him. I think they are all due, not to the 
method itself, but rathér to the- way it is performed, and 
that malhandling and the unnecessary force used -are 
re$ponsible for these complications. Very littie force is 
required to paralyse the sphineter—especially with local 
anaesthesia; if loss of control follows, too much force was 
used at the time. 

In conjunction with dilatation I use a tube wrapped 
round with a piece of gauze thickly smeared with anti. 
pyrine in vaseline, and orders are given to remove it as 
soon as the patient complains of any discomfort. Should 
it cause pain it is easily removed, but if retained it helps 
the passage of flatus and tends to prevent swelling and 
haemorrhage. 

Dr. Murphy favours “ ligature’ for removing piles in 
most cases, which, as stated by him, is advocated by many 
proctologists in this country. As against “ ligature,” my 
contention is that (unless the piles are cut away) con- 
siderable masses of devitalized tissue are often left to 
slough off into the rectum—a far from aseptic receptacle; 
I hold that, in comparison with other techniques in use for 
the removal of pedunculated tumours situated elsewhere, 
this method seems somewhat unsurgical. (As a rule a 
cervical polypus is not left to slough off into the vagina 
after its pedicle has been ligatured.) When a pile Ins 
been cut off, with a ligature there is always a fear of it 
slipping. 

As for suturing, my submission is that, all things being 
equal, where and whenever possible, a wound surgically 
closed is safer than if we rely solely upon the natural 
process of elimination and cicatrization. 

Removal of large piles together with suturing is the best 
safeguard against sepsis and haemorrhage. There does not 
seem to be much difference, as regards drainage, between 
suture or ligature. Healing after suture is rapid; in 
normal cases the patients are up and about in a_ week, 
Infection of any kind is exceedingly rare.—I am, etc., 


London, S.W.7, March 23rd. T. Henry Treves Barner. 


THE EARLY HISTORY OF PERCUSSION. 

Srr,—John G. Crosse, or Cross (1790-1850), a Norwich 
surgeon who had received his training at St. George's 
Hospital under Brodie, wrote, in 1815, a brief work entitled 
Sketches of the Medical Schools in Paris, in which he 
gives an account of his experiences in the Parisian hos 
pitals during the winter of 1814-15. He describes in.an 
entertaining way various cases which came under hi 
observation, such as Dupuytren’s success in trepanation of 
the skull for a cerebral abscess (p. 102). Sir Norman 
Moore, in his life of Crosse in the Dictionary of National 
Biography, has referred to other interesting observations 
in Crosse’s book, but no one appears to have directed 
attention to a most illuminating passage on percussion 
It will be recalled that it was not until 1808 that Corvisart 
had resurrected Auenbrugger’s thesis on percussion. 

‘“T seldom entered the medical wards of the Frerich hos 
pitals,’’ Crosse writes (p. 202), ‘‘ without seeing the percussion 
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de la poitrine (as it was termed) put in practice, in order to | Conservative and Unionist Association, doubtless these 


Jearn the nature, situation, and extent of diseases of the chest. 
I could not ascertain, then or since, how far it deserves the 
confidence which French physicians place in it; but most of 
them hold it in high estimation as a diagnostic mark of the 
different diseases of the thoracic viscera.” 


In a footnote after ‘“ poitrine ”’? Crosse explains rather 
naively, and with the tacit assumption that all his 
readers would be uninformed, just what is meant by 
percussion. 

“The operation,’’ he says, ‘ is merely striking different parts 

of the thorax with the hand and judging from the sound that 
is produced, of the nature, situation and extent of the disease 
affecting the viscera within. It is unnecessary to say much 
about it here because so much concerning it may be found in 
some French books. Le Baron Corvisart has been at the trouble 
to translate a book on the subject (Auenbrugger’s Nouvelle 
méthode pour reconnaitre les maladies internes de la poitrine, 
par la percussion, etc. . . -) which has greatly served to bring it 
into fashion.”” 
- That Crosse, who had just come from the medical schools 
of Dublin and London, should have been unfamiliar with 
percussion in 1814 suggests that the practice had. not at 
that time found its way to the English clinics. It would 
be interesting to learn when, and by whom, it came to be 
first practised in England. Crosse’s rather cautious com- 
mendation of percussion could scarcely have inspired con- 
fidence in its usefulness.—l am, etc., 


Magdalen College, Oxford, March 19th. J. F. Furrton. 


‘UNIVERSITY OF LONDON PARLIAMENTARY 
REPRESENTATION. 

Sm,—During the last five years Mr. McAdam Eccles has 
tried conclusions with me in three University contests, and 
has been soundly beaten in them all, the last occasion being 
his own candidature for a seat upon the Senate in 1927, 
when the University of London Graduates’ Association, of 
which I am president, promoted the candidature of Mr. 


Walter Spencer, who won the seat, and by so doing, it 


is understood, eliminated the promising prospect of Mr. 
Eccles being nominated by the executive of the University 
ef London Conservative and Unionist Association as the 
official Conservative candidate to oppose my _ re-election 
at the next election. Mr. Eccles’s rancour at these succes- 
sive defeats seems to have assumed the proportions of a 
personal vendetta against myself, which I do not intend to 
pursue in your columns, nor will you wish me to do so, 
but there are certain statements made in Mr. Eccles’s 
letter upon which I would ask you to allow me to 
comment. 

. Mr. Eccles declares that the paragraph which you pub- 
lished. in your issue of: March 23rd is ‘‘ inaccurate,” but 
dees not specify in what respect it is to. be corrected. 
Perhaps will therefore permit. me to. say that: Sir 
Philip Magnus, late president; Dr. Sidney Phillips, late 
treasurer; Sir Edward Stern, late vice-president; Dr. 
G. T. Moody, late vice-president; Dr. Leonard West, late 
member of the executive, of the University of London Con- 
servative and Unionist Association, are supporting my 
re-election to Parliament. The ‘‘ inaccuracy ’’ reproved by 
Mr. Eccles would seem to be confined to the description 
oi these gentlemen as members of the executive, upon which 
they were included in February, 1929, but from which they 
Were apparently removed subsequently to their signifying 
their support of mysclf—a removal which was not made 
public. For one not in Mr. Eccles’s confidence it is 
obviously a little difficult to follow the kaleidoscopic changes 
in the personnel of his executive. But Mr. Kecles in turn 
1s Imaccurate in his statement made in your columns that 
his ‘‘ fourteen *’ vice-presidents are united in opposing my 
re-election. The current list of officers of the University 
of London Conservative and Unionist Association still 
contains amongst its ‘‘ fourteen vice-presidents ”? the names 
of Professor W. E. Dixon, F.R.S., and Dr. M. O. Forster, 
F.RS., both of whom have authorized the inclusion of their 
hames in my Executive Election Committee. As Mr. Eccles 
seems to control the executive of the University of London 


names will also be removed in due course. 

It is impossible to consider in detail all the five ‘ cogent 
reasons ”? which Mr. Eccles gives for his executive’s opposi- 
tion to myself. I would select three only, which are, 
however, typical of his methods of controversy. 


1. As a Conservative I gave my adhesion to the nomination 
of Sir John Rose Bradford as the official Conservative candi- 
date at the by-election in 1924 before the announcement was 
made that the Labour Government at that time in office had 
appointed a departmental committee upon London University, 
which from its reference and personnel foreshadowed an 
attempt to impose upon the University the recommendations of 
the Haldane Commission. That announcement obviously altered 
the position entirely; I had coxsistently opposed, Sir John 
Rose Bradford had as consistently supported, the Haldane 
recommendations. I took the view that for the representation 
of the University, University considerations superseded party 
considerations. The University of London Graduates’ Asso- 
ciation took that view also, and subsequently nominated me 
(as they are doing now) as an Independent to contest the 
seat upon the University issue, which remained the principal 
issue throughout the election. 


2. Mr. Eccles seriously asserts that his association is recom- 
mending the University electorate to unseat me in Parliament 
because I have “‘ derided the scheme of Lord Dawson for the 
co-ordination of medical services on more than one occasion.”’ 
Was there ever a more absurd ‘‘ non sequitur’’? This, his 
fourth, ‘‘ cogent reason,’’ is obviously an afterthought; my 
earliest reference, at no time derisory, to the ‘‘ Dawson scheme ”’ 
is made in a letter to the British Medical Journal of July 7th, 
1928; but Mr. Eccles, in a recent letter to the Z'imes, declares 
that his executive had ‘resolved to oppose my re-election as early 
as February, 1926. The ‘‘ Dawson scheme ’’ for the co-ordina- 
tion of medical services really means a scheme of co-ordination 
put forward, not by Lord Dawson, but by a consultative council 
under his chairmanship which reported in 1920, since which time 
it has remained a dead letter. At that date the voluntary hospitals 
appeared to be heading for bankruptcy; a special parliamentary 
grant of half a million sterling was required to save them from 
ruin. My vicws on the co-ordination of medical services differ 
from the recommendations of. that council, principally~ inthe 
role I would now assign to the voluntary hospitals, which have 
made such a marvellous recovery in the past nine years; at the 
date of the Dawson report it would probably have been im- 
prudent to have suggested that the voluntary hospitals should 
be given- the -more commanding position which I think they 
ought to enjoy. But there is no antagonism between Lord 
Dawson and myself upon this subject; the contrary is the case, 
for we have acted in common in the defence of the voluntary 
hospitals both on the platform and in Parliament. 


3. Mr. Eccles’s fifth ‘‘ cogent reason ’’ is similarly anachron- 


_ istic; his executive could not have been influenced, in 1926, by 


action taken by me in 1928. . Moreover, that action is misrepre- 
sented by him; .the. motion seconded by me was to ‘ refer the 


‘matter [of hospital services] back to the Council for further 


consideration.’’ Why this harmless request shouid be a ‘‘ cogent 
reason ’’ for unseating me in Parliament surely calls for some 
explanation from Mr. Eccles. 


Medical graduates of London University supported me 
strongly in 1824 for Parliament, and in 1€25 for the 
Senatorial representation of graduates in medicine; since 


then I have put in five years’ further work for the medical 


profession in the House of Commons, where I am the only 
doctor in active hospital and private practice, and able, 
therefore, to keep in touch with current medical opinion. 
The medical profession has too few representatives in 
Parliament to be likely to wish to unseat a sitting member 
of their own calling in favour of Mr. Eccles’s nominee, 
whose iifework has been spent, not in the service of 
medicine, nor in the service of medical graduates, but in 
the service of the London County Council and of the Roman 
Catholic Education Council, and whose only connexion with 
the University is that he represents the London County 
Council on the present Senate—an office which he must 
vacate immediately, as London County Council representa- 
tion upon the Senate ceases when the new statutes come 
into operation in May. 
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The attempt to make University representation a strictly 

party question, as Mr. Eccles is doing, is surely the 
best means of ultimately destroying University franchise 
altogether. 
. The action now taken by Mr. Eccles’s executive conflicts 
with the expressed wish of the Central Conservative Office ; 
in March, 1928, the chairman of the party, Mr. J. C. C. 
Davidson, wrote to the president of the University of 
London Conservative and Unionist Association protesting 
as strongly as he could against the nomination of another 
Conservative candidate to oppose my re-clection. That 
Mr. Eccles’s executive is now forcing the hand of the 
Central Conservative Office into adopting the executive’s 
selection does not alter the general opinion, voiced by the 
Central Office, as to the unwisdom from a party point of 
view of thus wantonly splitting the Conservative vote. It 
was because of this action, in direct disregard of a plain 
expression of the wishes of the Central Office, that Sir 
Philip Magnus, Dr. Sidney Phillips, and other members 
of the executive, some of whom I have named above, have 
withdrawn from that body, and are warmly supporting my 
re-election. Mr. Eccles, in pursuance of a personal quarrel, 
has succeeded in hopelessly dividing the Conservative Asso- 
ciation, a predominant section of which is to be found 
upon a preliminary list of my supporters containing nearly 
3,000 names, which I shall shortly circulate to electors. It 
is perhaps not very hopeful for Mr. Kccles’s appeal to 
medical graduates to support his nominee that more 
than one-fifth of the voters in this preliminary list are 
medical graduates.—I am, etc., 


London, W.1, April 8th, E. Grawam Littie. 


MEDICAL TREATMENT AND THE APOTHECARIES 
ACT OF 1815. 

S1r,~-With reference to the recent proposed action by 
the Society of Apothecaries of London to recover a penalty 
against an unqualified practitioner, it may not be generally 
known that this society possesses an absolute legal right, 
by virtue of the Apothecaries Act, 1815, to prohibit the 
prescribing and dispensing of medicines by unqualified 
persons. The society still sues such persons from time to 
time. It has been judicially decided that a person acts and 
practises as an apothecary who professes to judge of 
internal disease by its symptoms and applies himself to 
cure that disease by medicine. 

The Apothecaries Act, 1815, is a great landmark in the 
history of the medica! profession. Prior to the passing of 
this Act medical education and training of practitioners 
were not compulsory by law, and consequently, although 
many held degrees or diplomas, a larger number possessed 
no such qualifications. After the Apothecaries Act became 
law no person was permitted to practise as an apothecary 
in England and Wales without the licence of the society, 
unless he had been in practice before the Act. At the same 
time, the’ privileges of the Universities and the Royal 
Colleges were preserved by the Act. 

The Medical Act, 1858, under which all medical practi- 
tioners are now registered, does not prohibit unqualified 
practice per se. The preamble to this Act states that it 
was passed to enable persons requiring medical aid to 
distinguish qualified from unqualified persons. The Act 
merely prohibits the use of certain titles, such as physician, 
surgeon, doctor or bachelor of medicine, and also defines 
the term “ legally qualified medical practitioner.” 

The Society of Apothecaries, in the first half of the nine- 
teenth century, did much for the education of the general 
practitioner by instituting examinations and courses of 
training. About the year 1850 a preliminary examination 
in arts was imposed on all the society’s licentiates, some 
ten years before the General Medical Council made such a 
requirement obligatory on all medical students. 

It is interesting to note that the Medical Register of 1873 
contained the names of some thirty survivors whose legal 
right to registration rested on the basis of being in prac- 
tice prior to August Ist, 1815, the date on which the 
Apothecaries Act became law.—I am, etc., 


R. B. F. Frazer, L.R.C.P. and §.Ed., 
London, N.W., March 23rd, Barrister-at-law, 


ERRORS IN DOSAGE. 


Srr,—The recent case, as reported in the daily press, 


where fatal poisoning occurred through an overdose of 
thallium acetate occasioned by a misreading of the position 
of the decimal point would seem to imply that the metri¢ 
system in prescription writing afforded greater chances 
of error than the apothecary’s system. This recent case, 
however, had a complete parallel some months ago, where 
death from an anaesthetic occurred through the drachy 
symbol (5) being mistaken for the ounce (3). Neither 
system can therefore be considered fool-proof, the minimal 
error in the first being tenfold and in the second eightfold, 
Both instances, however, provide a strong argument for the 
more extensive use of tablet or ampoule medication where 
a new, relatively unfamiliar, or potent drug is concerned, 
It is obvious that here the possibilities of error on the 
dispenser’s part are reduced to a minimum, the variation 
in dosage between the various tablets of a given substance 
as issued by the majority of drug houses being small, and 
a patient who was instructed to take ten tablets, say 
(instead of one) three times a day would certainly raisg 
a query. 

lt would be a thankless task to ‘attempt to wean the 
average patient from ‘‘ the bottle’ as far as- familiar 
complaints and their equally familiar remedies are con. 
cerned, but now that so many valuable new preparations 
are being placed on the market in tablet form, which 
is both safe, convenient, and cheap, physicians would do 
themselves a valuable service in broadcasting the idea that 
“every tablet is not necessarily aspirin.”’? 1 enclose my 
card, and am, etc., 

London, S.W.5, April 8th. G. H. M. 


** The note in our medico-legal column this week 
(p. 712) indicates that the error in the thallium acetate 
case arose not from misreading a decimal point on the 
prescription, but from the misplacement ofa decimal point 
in the course of converting from one system of measurement 
to another. 


Obituary. 

R. L. MACKENZIE WALLIS, M.A., M.D., .. 
Lecturer in Chemical Pathology, University of London; late 
Chemical Pathologist, St. Bartholomew’s Hospital. 

Dr. Roserr Lauper MAcKENzIn WALLIs, who died on 
April 1st after a short illness, at the early age of 43, was at 
school in Cambridge, and afterwards graduated B.A. from 
Downing College, taking a first class in the Natural Sciences 
Tripos. He studied advanced physiology for Part II of the 
Tripos, and after leaving Cambridge he was appointed 
lecturer in chemical physiology at University College, 
Cardiff. In the autumn of 1911 he came to London 
to work in the laboratory of chemical pathology at 
St. Bartholomew’s Hospital, and was appointed demon- 
strator in chemical pathology in 1912. He succeeded Sir 
Archibald Garrod as lecturer in chemical pathology in 1919, 
and was later appointed chemical pathologist to the hospital. 

Mackenzie Wallis had a real interest in clinical work, 
an interest which wag illustrated on an occasion when & 
physician asked his assistance as a chemical pathologist in 
the investigation of a patient in hospital suffering from 
glycosuria. Wallis was unqualified at the time, and was 
not known to have any knowledge of clinical medicine, but 
he recognized the condition as one of bronzed diabetes 
by the facies, and was the first to make the correct 
diagnosis in a patient who had already passed through 
several hands. From the comparative isolation of his 
laboratory, although fully occupied with routine work and 
original research, he pursued his clinical studies with such 
assiduity that he obtained the diploma of L.M.S.S.A, im 
1913, and in 1919 he gradvated M.D.Camb., and_ was 
awarded the Horton-Smith Prize for his thesis. 

In the war he held a commission as temporary captain 
R.A.M.C., and was sent on service to India, where he 
served on the staff of the 34th General Welsh Hospital at 
Deolali.. His great ability was recognized by the Govern 


‘ment of India, and he was afterwards seconded for special 
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service in the Parel Laboratory, Bombay. Although pressed 
by the Government at the close of the war to continue his 
work in Bombay he chose to return to St. Bartholomew's 
Hospital, where he once again became absorbed in his work. 

He was a man of tireless energy and great originality of 
thought. An example of the imagination that he infused 
into his research is shown by his idea of sulphaemoglobin- 
aemia as due to bacillary action, an idea which led to his 
discovery of the nitrosobacillus in the saliva and faeces 
of persons suffering from this disease. His’ mastery of 
‘technical detail is illustrated by his modification of Folin 
and Wu’s method of blood sugar estimation, as a result of 
‘which the analysis can now be made with drops of blood 
obtained by finger-prick in place of veni-puncture. He 
was the first to show by blood sugar curves that the 
glycosuria of pregnancy is due to overaction of the 
pituitary gland, and he was the first to demonstrate an 
increase of diastase in the urine in some forms of kidney 
disease occurring in pregnancy. The variety of his interest 
and the wideness of his knowledge is evident in his papers 
on metabolism in the insane, on protein hypersensitivity 
in the diagnosis and treatment of a special group of 
epileptics, and numerous contributions on gastro-intestinal 
disease. By his co-workers he will be best remembered 
for his interest in diseases of the pancreas and his critical 
appreciation of the value of chemico-pathological methods 
in their diagnosis. 

His friends will always remember the self-sacrificing help 
in their work and difficulties that he was ever ready to 
give them; his industry and courage—a courage which 
never left him even in a grave illness from which he 
recovered—was an example to them, as was his enthusiasm 
an inspiration. He leaves a widow and three children. 


Dr. Lucy Exeanor Smirn, who died on March 23rd, was 
one of the first two women graduates of Queen’s College, 
Cork, obtaining the degrees M.B., B.Ch., B.A.O. in 1898; 
she proceeded M.D. in 1802 and received the D.P.H. of 
the Reyal Colleges of Physicians and Surgeons of Ireland. 
Among the appointments she had held were those of 
‘physician for thirty years to the City and County Lying-in 
Hospital, Cork; examiner for the Central Board of Mid- 
wifery in Ireland; and visiting physician to the Home for 
Protestant Incurables, Cork. She was also visiting physician 
to the prison for women in Cork up to the time of the estab- 
lishment of the Irish Free State. Dr. Smith took an active 


. interest in the progress of the British Medical Association, 


of which she had been a member for thirty years; she was 
president of the Munster Branch in 1909, a representative 
in 1910, a member of the Branch Council from 1911 to 1928, 
and an accredited correspondent of the British Medical 
Journal, She was the pioneer woman doctor in Cork, and 
in spite of considerable opposition won her way to an out- 
standing position, associating herself particularly with 
maternity and child welfare work. Her death is mourned 
by many colleagues and friends, attracted no less by her 
personal character than by her distinguished achievements 
and valued services. 


‘Dr. Ineris Dovetas who died recently was 
born in 1879, and received his medical education at the 
University of Durham and St. Bartholomew’s Hospital. 
He obtained the diplomas M.R.C.S., L.R.C.P. in 1904; 
in 1906 he graduated M.B., B.S.Durham, and two years 
later he became D.P.H. He held house appointments at 
St. Bartholomew’s Hospital, St. Luke’s Hospital, and the 
Metropolitan Hospital, and in 1908 commenced practice 
in Rome among the British colony. In the following year 
he organized the British relief expedition to assist the 
victims of the Messina earthquake, and was awarded the 
Order of the Crown of Italy. At the outbreak of war he 
joined the British Red Cross in France, and subsequently 
received a commission in the R.A.M.C. In 1916 he went 


to Gallipoli, where he stayed until the evacuation, after 
which he served in Italy. With the termination of the 
war he was appointed medical officer to the Ministry of 
Pensions at Newcastle-on-Tyne, and in 1922 he began to 
practise in Bedford, becoming also medical officer to the 


prison there. Dr. Douglas was a member of the British 
Medical Association, He leaves a widow, two sons, and 
daughter. 


Dr. Jousn Crarke Fenwick, who died at his home in 
Winnipeg, Manitoba, on March 2nd, at the age of 68, was 
a native of Durham. He received his medical education 
at’ the University of Durham and at the Royal College of 
Surgeons of Edinburgh, where in 1887 he was awarded the 
Jenner medal for surgical operations. In 1891 he obtained 
the diplomas L.R.C.P., L.R.C.S.Ed. and L.R.F.P.S.Glas. 
In 1911, after practising for some years in Sunderland,’ 
Dr. Fenwick went to Canada, where he established him- 
self in Winnipeg, and became one of the directors of 


the Victoria Hospital, and carried on the largest workmen’s 


compensation practice in the province. He is survived by 
one son. Mr, Alexander Gibson, F.R.C.S., writes from 
Winnipeg: ‘‘ The passing of John Clarke Fenwick has left 
a gap which will be hard to fill. He was one of those whose 
virtues do not lio on the surface. The thought of his 
personal advantage never weighed for a moment against 
his scrupulous adherence to what he considered to be right. 
His somewhat brusque and direct manner made him not 
always popular, but precisely for such qualities as these, 
combined with his fearless determination to pursue what 
he considered the right path, was he respected and admired 
by those with whom he came most closely in contact. To 
the end of his life he continued to read and to study, and 
within a few days of his death he discussed with the writer 
medical subjects of a controversial character, in which ho 
showed a knowledge of the latest work.”’ 


Dr. Frank Ranpotpn Seacer, who died on March 5th, 
completed his medical education at Edinburgh and Glasgow 
in 1899, obtaining the diplomas L.R.C.P. and L.R.C.S8.Kd., 
and L.R.F.P.S.Glas. After holding the appointments of 
house-physician at the Edinburgh Royal Infirmary and 
house-surgeon at the Burton-on-Trent Infirmary he went 
out to Turkish Arabia, where he was honorary physician 
to H.B.M. consulate at Basrah. In 1911 he settled in 
Warrington, and for sixtecn years was engaged in an ever- 
growing practice, combining a talent. for accurate diagnosis 
with a remarkable power of reading character, and un- 
flinching devotion to duty. In 1927 health conditions | 
necessitated his removing to a more congenial climate, 
and he took over a country practice at Wolston near 
Coventry, where he improved until the recent epidemic of 
influenza overtaxed his strength and led to his death. He 
leaves a wife, a son, and a daughter, 


Dr. THomas Beatty, who died at Clacton-on-Sea 
on March 25th, was born at Seaham, Durham, in 1850. 
He received his medical education at the Universities. of 
Aberdeen, Edinburgh, and Durham, taking the diplomas 
L.R.C.P., L.R.C.S.Ed. in 1873 and the L.S.A. in 1874; 
in 1879 he obtained the F.R.C.S.Ed., and in 1896 the M.D. 
of St. Andrews. After many years’ professional work on 
the Italian Riviera, where he was physician to the 
Stabilimento Idropatico ed ecllettrico Sella, he returned to 
England and built up a large practice at Clacton-on-Sea. 
When war broke out Dr. Beatty, though in his sixty-fifth 
year, was appointed honorary anaesthetist to the Middlesex 
Hospital, Clacton, and throughout the war he carried out 
the duties of this post with devotion and often at great 
risk to himself. By his sympathy and unselfish personality 
he won the deep esteem of all his patients, and he will be 
greatly missed in the district where he practised for so 
many years. He is survived by a widow and threo 
daughters, 


Dr. Ricwanpd Heppen, who died on March 28th, at his 
residence in Bideford, at the age of 68, received his 
medical education at Guy’s Hospital; he obtained the 
diploma L.S.A. in 1905, and the M.R.C.S., L.R.C.P. in 
1896. Krom 1899 io 1919 he practised in Honiton, after 
which he retired to Bideford, where he gave active support 
to the local hospital, serving as a member of its committee, 
and holding the post of honorary treasurer since 1924; 


he was also honorary secretary of the Bideford Nursing 
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Association and honorary secretary and treasurer for the 
maternity work. Dr. Hedden was a member of the British 
Medical Association and was a member of the Executive 
Committee of the Barnstaple Division from 1923 to 1928; 
he was also a member of the Devonshire Association. He 
was married twice and his second wife survives him. 


Dr. James McHven, who died on March 31st after a 
few days’ illness, received his medical education at Liver- 
pool, where he was awarded the Derby Exhibition in 
Medicine. He graduated M.B., Ch.B. in 1927 with first- 
class honours and distinctions in medicine and surgery; in 
the same year he obtained the diplomas M.R.C.S., L.R.C.P. 
He spent twelve months as a resident at the Liverpool 
Royal Infirmary, first as a house-surgeon and then house- 
physician, after which he became assistant to Dr. Rowlands 
of Waterloo six months ago. <A_ colleague writes: 
McHugh’s death brought to a close prematurely a career 
which promised to be of brilliant and faithful service to 
the community and his profession. By a wide circle of 
friends he will be missed as a loyal colleague, a charming 
personality, and a faithful friend. 


The following well-known foreign medical men have 
recently died: Professor Orro Hermes, formerly director 
of the surgical department of the Rudolf Virchow Hos- 
pital, Berlin; Professor Epvuarp Mitier, director of the 
medical polyclinic at Marburg, aged 52; Dr. WitHeLy 
Wrecuowskt, professor of pharmacology at Prague; Dr. 
Pierre Kovinpsy, a Paris physiotherapist; Professor 
Lasser, formerly head of the medical department of the 
Wiirtemberg War Office and author of numerous works on 
epidemiology and neurology, aged 69; Dr. ALBERT 
FREIHERR VON ScCHRENCK-NO7ZING, a writer on hypnotism, 
aged 67; Dr. Hueco Satvus, a gynaecologist and lyric poet 
of Prague; and Dr. J. W. H. Jounsson of Copenhagen, 
author of several studies on the history of medicine, 


aged 60. 


Medico-Legal. 


POISONING BY THALLIUM ACETATE. 
On April 8th a London coroner’s jury returned a verdict of 
death from poison accidentally administered in the case of 
three brothers, aged respectively 10, 7, and 5 years. who had 
been treated for ringworm of the scalp by the internal adminis- 
tration of thallium acetate at a hospital. 

The value of this drug in the treatment of tinea capitis, based 
on its property of producing a total, though temporary, alopecia, 
was first recognized early in the present century by Sabouraud, 
but it was not until 1918, when Professor R. E. Cicero dis- 
covered that by carefully assessing its dosage in terms of body 
weight he was able to prevent the severe toxic symptoms 
occasionally attending its administration, that the employment 
of thallium acetate became at all general. The dose recom- 
mended by Cicero, of 8 milligrams per kilogram of body weight 
with a maximal dose for any patient, however heavy, of 
0.3 gram, has been found by dermatologists generally to produce 
satisfactory results, and it is clear from the evidence at the 
inquest that the doses actually ordered for the three boys fell 
well within these limits. On chemical afialysis, however, it 
was found that each dose of the solution administered contained 
5.6 times as much thallium acetate as was ordered in the pre- 
scription, a blunder which arose not from any carelessness in 
the actual dispensing, but from the fact that the hospital 
pharmacist had made a mathematical error in converting the 
amounts of the prescription from the metric to the apothecaries’ 
measure. 

In a rider to its verdict the jury expressed the view that 
there should be a better system at the hospital for the checking 
of weights and measures. But such a system can be applied 
effectively only in an institution, and the position of the 
pharmacist in private practice, who must frequently make 
calculations in converting from one numerical symbolism to 
another, is in no way affected. The coroner stated in his 
summing-up that thallium acetate being a Continental drug its 
dosage had been worked out on the decimal system. But the 


need would appear to be for the adoption in the case of all 
prescriptions of a uniform system of pharmaceutical measure. 
ment and symbols. At present, error may arise not only ag 
a result of arithmetical miscalculation, but from the existence 
of symbols similar in appearance but very different in meaning, 
The symbol gr., for example, in apothecaries’ measure, repre. 
senting the grain, is commonly used in prescriptions writtep 
on the metric system to represent gram. It is, however, only 
in Britain and in the British Empire that such confusion jg 
likely to arise, and this tragic case provides a further reason 
for the supersession of the apothecaries’ system of measurement 
by the decimal system adopted practically universally on the 
Continent and in America. : 


Universities and Colleges. 


UNIVERSITY OF LONDON. 
THE annual service at Westminster Abbey will be held on 
Presentation Day, May 8th, at 5.30 p.m. 

A course of six lectures on dietetics will be given by Profesgoy 
8. J. Cowellat St. Thomas’s Hospital on May 2nd, 9th, 16th, 23rd, 
30th, and June 6th at 5 p.m. 

Professor A. J. Hall (Sheffield) will give two lectures a 
University College on some of the sequels of epidemic encephalitig 
(lethargica), with lantern and cinematograph illustrations, on 
May 3rd and 10th at 4 p.m. 

Three lectures on drug-like actions of some food constituents 
will be given by Professor E. Mellanby at University College on 
April 29th, 30th, and May Ist at 5.15 p.m. 

A course of two lectures will be given by Dr. J. J. R. Macleod, 
F.R.S., Regius Professor of Physiology in the University of 
Aberdeen, on the physiology of glycogen, at the London Hospital 
Medical College on May 16th and 17th at 5.30 p.m. 

Two lectures on the psychology of dementia will be given at 
University College on May 29th and 30th, at 5.30 p.m., by Dr. E. D, 
Wiersma, Professor of Psychiatry and Neurology in the University 
of Groningen. 

Dr. A. Brachet, Prosecteur and Professor of Anatomy in the 
University of Brussels, will give three lectures on experimental 
<y eee at University College on May 28th, 29th, and 3lst at 
5.30 p.m. 


UNIVERSITY OF BIRMINGHAM, 
Post-Graduate Demonstrations. 

A COURSE of post-graduate demonstrations will be given at the 
General Hospital, Birmingham, on Tuesdays, and at the 
Queen’s Hospital, Birminglam, on Fridays, from 3.30 to 5 p.m., 
from April to July, commencing on April 23rd at the General 
Hospital and on April 26th at the Queen’s Hospital. The course 
will be given by members of the medical and surgical staffs, and 
will include demonstrations on medical, surgical, and gynaeco- 
logical cases, nervous diseases, ophthalmic cases, diseases of ear, 
nose and throat, radiology, venereal diseases, children’s diseases, 
etc. Particulars may be obtained from the clerk to the Clinical 
Board, the University, Edmund Street, Birmingham. 


Lectures. 

The William Withering Memorial Lectures, open to all members 
of the medical profession, will be delivered in the large theatre of 
the medical school at 4.30 p.m. on Wednesdays, April 24th, May Ist 
and 8th, and June 19th and 26th, by Dr. Charles Singer, who has 
chosen for his subject “ Epochs of medical history.” 

Dr. Matthew B. Ray will deliver a lecture on the spa treatment 
of chrouic non-tuberculous arthritis at 4 o’clock on Thursday, 
May 16th, in the Medical Lecture Theatre (Edmund Street 
Buildings). 

The Ingleby Lectures will be delivered on May 23rd and 30th at 
4 o’clock in the Medical Lecture Theatre by Dr. H. Charles 
Cameron, whose subject will be “ Some types of septic infection iu 
the newly born.” 


ROYAL COLLEGE OF PHYSICIANS OF IRELAND. 
AT the monthly business meeting of the College, held on April 5th, 
the following candidates, nominated on January 4th, for the 
Fellowship were unanimously elected by ballot: Nicholas M. 
Cummins, Robert C. Cummins, and Robert E. Steen. 

The following, having passed the Final Conjoint Examination, 
were admitted to the Licences in Medicine and Midwifery: A. P. 
Dolan, Mary A. Kealy, A. Mejias. 

A letter was read from the Registrar of the University of Cape 
town inviting the College to nominate delegates to the celebration 
of the centenary of the South African College in October. The 
nomination was left in the hands of the President. 


Che Serbices. 


AUXILIARY R.A.M.C. FUNDS. 
Tue annual meeting of the members of the Auxiliary RAM, 
Funds will be held at 11, Chandos Strect, W.1, at 2.30 p.m., o@ 
Friday, April 26th, when the annual report and financial statement 
for the year ended December 31st, 1928, will be presented and the 
officers and committee for the current year elected. 
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Medical Nelus. 


IN celebration of the completion of its new building in 
Broad Street, Holborn, the Royal Westminster Ophthalmic 
Hospital will hold a Festival Dinner at the May Fair Hotel 
on Thursday, May 2nd, with Lord Ashfield in the chair. 


AT a meeting of the Eugenics Society on Wednesday, 
April 24th, at the rooms of the Royal Society, Burlington 
House, Piccadilly, Mr. C. J. Bond, F.R.C.S., will lecture on 
hemilateral asymmetry in animais and man, and its relation 
to cross-breeding. The chair will be taken at 5.15 p.m. 
by the president, Sir Bernard Mallet. Visitors are welcome. 


A NEW series of public debates will be held at the London 
School of Economics this year, in aid of King Edward’s 
Hospital Fund for London, Particulars can be obtained 
from the Secretary of the Fund, 7, Walbrook, E.C.4. 


Ava meeting of the Royal Society of Arts on Wednesday, 
April 17th, at 8 p.m., at the Society’s House in John Street, 
Adelphi, Mr. F. E. Lamplough, M.A., will read a paper on 
the properties and applications of vitaglass, illustrated by 
demonstrations. Professor Leonard Hill, F.R.S8., will take 
the chair. 


THE Fellowship of Medicine announces that there will be 
a series of eight lecture-demonstrations at the London School 
of Hygiene and Tropical Medicine on Tuesday and Thursday 
afternoons at 2 p.m. from April 9th until May 2nd. A two 
weeks’ course for the general practitioner will be held daily 
from April 15th to 26th at the London Temperance Hospital 
from 4.30 to 5.30 p.m. On successive Wednesdays, at 5.15 p.m., 
from April 10th to May 1st, a series of lecture-cemoustrations 
on light and heat therapy will be given at the Royal Free 
Hospital; at the Royal Waterloo Hospital there will be a 
course in medicine, surgery, and gynaecology from April 15th 
to May 3rd, occupying the greater portion of each day. From 
April 15th to May 10th the West End Hospital for Nervous 
Diseases will give a series of daily lecture-demonstrations, 
illustrated by cases, at 5 p.m.; minimum entry, ten. The 
Fellowship of Medicine proposes to hold its first evening 
course for the M.R.C.P. diploma from May 7th to June 28th, 
Lectures will be given on ‘'uesdays and Fridays at 8.30 
at the Medical Society of London by well-known authorities 
on diseases of the brain, nervous system, heart, blood, 
alimentary system, spleen, and biochemical methods. Fees, 
10s. 6d. per lecture or £6 6s. for the complete course of sixteen 
lectures. Application should be made to the secretary ot the 
Fellowship, 1, Wimpole Street, W.1, for further information 
about this course; detailed syllabuses of the various other 
special courses can also be obtained, and information about 
the general courses available at hospitals affiliated to the 
Fellowship. 


THE Bayliss-Starling Memorial Scholarship, founded in 
commemoration of Professor Sir William Maddock Bayliss 
and Professor Ernest Henry Starling, has an annual value 
of about £120, with exemption from tuition fees, and is 
tenable at University College, London. The scholar will be 
required to follow a course of study approved by the Jodrell 
Professor of Physiology involving a training in the principlés 
of, and methods of research in, physiology and biochemistry. 
Candidates must send their applications to the secretary of 
University College not later than May 15th. 


THE High Commissioner for the Union of South Africa bas 
received from his Government an intimation that, pending 
the establishment of reciprocity with the United Kingdom, 
persons holding British degrees or qualifications in dentistry 
or pharmacy who were not born or domiciled in South Atrica 
= not eligible for registration or entitled to practise in the 

nion. 

A POST-GRADUATE course on the radiological diagnosis of 
various pulmonary diseases including tuberculosis will be 
held at Strasbourg from June 24th to 30th. In addition to 
lectures and demonstrations various sanatoriums will be 
visited. The course is limited to fifteen persons, and early 
application should therefore be made to Dr. E. Vaucher, 
8, Quai Finkwiller, Strasbourg. The fee is 300 fr., and a 
certificate will be obtainable at the conclusion of the course. 


A POST-GRADUATE course in French in venereology and 
dermatology will be held at Strasbourg, from October 7th to 
November 16th, under the directorship of Professor L. M. 
Pautrier. The course will include lectures, clinical instruc- 
tion, and pathological demonstrations; various therapeutical 
procedures will be illustrated. During: the same period a 
series of twenty lectures will be given on the principal 
laboratory methods and the gencral pathological anatomy of 
dermatoses, with individual tuition. The fee for each course 
is 300 fr. Further information may be obtained from Dr. 


Roederer, Dermatological Clinic, Civil Hospital, Strasbourg. 


THE Association of French-speaking Gynaecologists and 
; Obstetricians will hold its ninth congress at Brussels from 
October 3rd to 5th, when papers will be read on the relations 
between the hypophysis and the female sexual organs, 
myomectomy during and apart from pregnancy, and indica- 
tions for and technique of sterilization in women. 


AT the congress of French-speaking dermatologists and 
syphiligraphists to be held at the Hopital St. Louis, Paris, 
next July a medal and bust will be presented to the president, 
Dr. Sabouraud, who is retiring from the hospital staff at the 
end of the year. Subscribers of 100 francs and over, which 
should be sent to the treasurer, Dr. Maurice Pignot, 2, Rue de 
Grébauval, Paris, will receive a bronze replica of the medal. 


THE twentieth French Congress of Medicine will be held at 
Montpellier on October 15th under the presidency of Professor 
Vedel, when the following subjects will be discussed: etiology, 
pathogenesis, and physiopathology of scarlet fever, introduced 
by Cantacuzéne of Bucarest, P. Teissier, Coste, Sacquepée, 
and Liégois of Paris; arterial hypotension, introduced by 
Lian and Blondel of Paris; treatment of anaewia, introduced 
by E. Hedon and Jeanbrau of Montpellier, Lambin of Louvain, 
and J. Carles of Bordeaux. Further information can be 
obtained from the general secretary, Professor Rimbaud, 
Rue Levat 1, Montpellier. 


THE sixteenth Congress of the German Dermatological 
Society will be held from August 5th to the 7th at Kénigs- 
berg, when the following subjects will be discussed: investi- 
gation of heredity in dermatology, introduced by Professor 
Kébler of Kénigsberg and Professor Siemens cf Munich; 
prognosis and treatment of congenital syphilis, introduced by 
Professor Hoffmann of Bonn; and determination of the cure of 
gonorrhoea, introduced by Professor Jadassohn of Breslau. 
Further information can be obtained from Professor W. 
Scholtz, Univ. Hautklinik, Kénigsberg. 

A COMMITTEE composed of Professors Borst, Doederlein, 
Romberg, and Sauerbruck has awarded the Sofia A. Vordhoff- 
Jung prize for the best work on the etiology of cancer to 
Professor Katsusaburo Yamagiwa of Tokio University. 

Dr. WILLIAM B. H. MASSIAH has been appointed a member 
of the Legislative Council of the Island of Barbados. 


Ketters, Notes, and Anstuers, 


All communications in regard to editorial business should be 
addressed to The EDITOR, British Medicai Journal, British 
Medical Association House, Tavistock Square, W.C.1. 

ORIGINAL ARTICLES and LETTERS forwarded for publication 
are understood to be offered to the British Medical Journal 
alone unless the contrary be stated. Correspondents who wish 
notice to be taken of their communications should authenticate 
them with their names, not necessarily for publication. 

Authors desiring REPRINTS of their articles published in the 
British Medical Journal must communicate with the Financial 
Secretary and Business Manager, British Medical Association 

ouse, Tavistock Square, W.C.1, on receipt of proofs. 

All communications with reference to ADVERTISEMENTS, as well 
as orders for copies of the Journal, should be addressed to the 
Financial Secretary and Business Manager. 

The TELEPHONE NUMBERS of the British Medical Association 
and the British Medical Journal are MUSEUM 9861, 9862, 9863, 
and 9864 (internal exchange, four lines). 

The TELEGRAPHIC ADDRESSES arc: 

EDITOR of the British Mcdicul Journal, Aitiology Westcent, 


London, 
SECRETARY AND BUSINESS MANAGER 


FINANCIAL 
(Advertisements, etc.), Articulate Westcent, London. 
MEDICAL SECRETARY, Medisecra Westcent, London. 

The address of the Irish Office of the British Medical Association 
is 16, South Frederick Street, Dublin (telegrams: Bacillus, 
Dublin; telephone: 62550 Dublin), and of the Scottish Office, 
7, Druntsheugh Gardens, Edinburgh (telegrams: 4 ssvriate, 
Edinburgh; telephone 24361 Edinburgh). 


QUERIES AND ANSWERS, 


INCOME Tax. 

Cash Basis and Book Debis, 
“ MEDIcUs ” has completed his first year in a new practice, and 
has been informed by the inspector of taxes that his declaration 
of profits must be based on the book debts rather than on cash 
receipts—that is, that he must add to the amount of his cash 
receipts in his first year the amount of debts due but unpaid at 
the end of that year. 

*.* Income tax is payable on the amount of the profits 
earned, whether they have been gathered in as cash or are still 
outstanding. The inspector’s attitude is therefore correct, with 


ove rather important qualification. The addition to the cash 
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LETTERS, NOTES, AND ANSWERS. 
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debts should be that amount of the outstanding debts which will 
probably be recovered. “ Medicus” should therefore scrutinize 
carefully the list of debts and deduct from the total any sums 
which he considers he will have to forgo on specific items. 


LETTERS, NOTES, ETC. 


TREATMENT OF HAEMOPTYSIS: CORRECTION. 


We regret that, through misreading of the manuscript, a somewhat 


serious error appeared in Professor Ascoli’s note on the treat- 
ment of haemoptysis published at page 549 of the Journal of 
March 23rd. The concentration of adrenaline which must be 
used (see line 9) is a l nl thousand solution, not, as printed, 
1 per cent. This is followed by 2 c.cm. of water to wash the 
adrenaline along the bronchial surfaces. 


TREATMENT OF INFLUFNZA. 


Dr. Hi. J. CLUTTERBUCK (Llanelly) writes: In answer to Dr. Tressie 


Pires’s inquiry about the effectual dose of the compound powders 
of aspirin 5 grains, phenacetin 24 grains, pulv. doveri ¢ excipient 
24 grains for children in influenza and many other febrile con- 
ditions (March 30th, p. 628), I think I was one of the first to 
use this compound, and I received very valuable advice from 
Sir Archdall Reid of Southsea. I give the powder as follows. 
For children between the ages of 2 and 51 break one tablet, 
consisting of the above doses, into four parts, and administer 
‘one part every two hours, the lust one always being given in 
spite of any marked improvement in the condition, which is 
almost without exception. In chi!dren from 5 to 12 years I break 
the tablet into three parts and give one every two hours. For 
those over the age of 12 the dose is the same as for the adult. 
’ Sir Archdall Reid, in a letter to me dated June 10th, 1921, wrote: 
- * T have not given such big doses as you have, but I dare say you 
are right.’? He advised me to try them in measles and mumps, 
I did so and got, as he said, amazing results. Ihave seen very 
few cases ot wate in the last ten years; those that I did 
see cleared up iu a few days. Isaw a patient last week with 
a temperatire of 104.6° and pulse 130, I gave him two tablets 
at«nce,an | one every two hours until he had had five altogether. 
' Twenty-tour hours afterwards the temperature was 100.4°; 
thirty-six hours afterwards it was normal. The most interesting 
thing to me is that many of these cases develop a form of 
pustular herpes labialis, showing that the pneumococcus is not 
faraway. Sir James Kingston lowler used to say that herpes 
labialis was a pneumococcal infection, and in my opinion these 
tablets have saved many patients from pueumonia, 


Dr. A. DINGWALL KENNEDY (Wick) writes: I have read with great 
interest the letters by Dr. Garry Simpson (March 2nd, p. 430), 
Dr. W. Bastian (March 9th, p. 485), and Dr. Tressie Pires 
(March 30th, p. 628), relating the beneficial results which almost 
invariably followed the giving of aspirin, phenacetin, and pulv. 
ipecac. co. Without donbt this powder may well be regarded as 
a specific if given early ina case of typical influenza. It has only 
one drawback: the pulv. ipecac. co. is not always well borne, aud 
not a few patients feel sick after it. For over twenty years 

‘I have employed the following powder, with equally good result, 
in all those cases of influenza which came early (within the first 
few days) under my care; aspirin 10 grains, phenacetin 2 grains. 
Twelve powders are sent, oue to be taken every four hours. If 
given the first day the temperature usually fell to norma! within 


twenty-four hours. In spite of the lack of the opiate, the pains. 


in the head, back, and limbs were relieved by the first powder. 
Two grains seems a small dose for phenacetin, but it is sufficient 
to accentuate, if not actually render effective, the action of the 
aspirin. Inu all cases of sore throat of the rheumatic type it is 
equally effective, and even in cases of rheumatic fever, where 
tolerance to the salicylates is becoming exhausted, I have found 
this powder act well. In these cases, however, the addition of 
Dover’s powder is often require!l. In all my experience of 
prescribing many thousands of these powders I have not yet 
come across a single case in which the heart would appear to 
suffer in the slightest degree from the aspirin. My cases include 
many patients whose hearts have already suffered the worst that 
rheumatic fever can inflict in the way of valvular defects. In 
children I give doses according to age, but for-infants of 
2 or 3 years I prefer sodium salicylate with sodium bicarbonate ; 
of each 3 to 5 grains. 


TREATMENT OF EMPYEMA. 


Dr. J. R. Keira (Southsea) writes: With regard to the treatment 


of empyema I should like to mention a method of treatment 
which is not so well known as it should be. In the book 
Clinical Memoranda for General Practitioners, by Dr. A. T. Braud 
and myself, it is stated that in the trentment of post-empyema 
sinus Klapp’s suction glass will be found to be of yeoman 
service. We recorded the case of a woman who had been 
operated upon for empyema, following an attack of acute 
croupous pueumonia. A profuse discharge, accompanied by 
n high evening temperature, continued for several weeks, in 
spite of treatment, which included the use of bismuth paste. 
On the application, however, of a Klapp's suction glass twice 
daily for five minutes at a time, the situation changed dramatic- 
ally, the wound being completely healed and the temperature 
reduced to uormal iu three weeks. This glass or glasses gene- 
rally seem to be called in this country ‘ ier’s cups,’’ but from 
information supplied to us in 1907 by Ll’. A, Eschbaum, mauufac- 


turer of surgical instruments at Bonn-on-the-Rhine, we were led 
to believe that the chief merit of inventing them belonged to 
R. Klapp, assistant to Auguste Bier, professor of surgery at Bonn 
before his removal to Berlin, and who was afterwards head of the 
surgical clinic in urology at Griefswald University. 


EOSINOPHILIA IN INSULIN THERAPY. 

Dr. R. CHALMERS (Darlington) writes: As a corollary to the 
interesting observation of Drs. Lawrence and Buckley of the 
occurrence of eosinophilia in insulin therapy (March 30:h, p. 597), 
one would expect evidence from time to time of this spasmo. 
philia tendency to occur in such cases. This has been sl:own to 
occur by one observer, who found that the convulsions which 
appear in the hypoglycaemic reactions following on overdosage ~ 
with insulin are of the nature of tetany, and can be removed b 
calcium chloride and parathyroid extract, although this doeg 
not affect the low blood sugar. 


LONGEVITY. 

Dr. H. F. Bassano (Ventnor, I.W.) writes: T should be interested 
to hear if any of your readers can beat the following records 
taken from my death certificate book. The entries are consecu- 
tive, and date October 26th, 1927, to April 6th, 1929. The 
deaths are registered in the Ventnor district only. You will 
observe tliat of eighteen deaths the average age is over 80, 
I venture to think this must be almost unique. 


Sex. Cause of Death. Age. | Sex. Cause of Death. Age. . 

| : 
‘ F | Cardiac 91 F {| Carcinoma 83 

F Carcinoma 9+ F Cardiac . 
F | Cerebra! haemorrhage | 76 F | Cardiac . 82 
F Chronic nephritis 72 F Carcinoma 93 
M | Cardiac F | Carcinoma 85 
F | Cardiac 81 F | Influ nzal bronchitis 16 
M | Cardiac 81 F Cardiac 83 
F | Cardiac 76 M | Influenzal bronchitis 83 
F | Cerebral thrombosis 77 F_ | Cardiac 72 


UNUSUAL SYMPTOMS OF PROSTATE ENLARGEMENT. 

Dr. E. B. FFENNELL (Walton-by-Clevedon) writes: In reply to 
“J. C.’s” inquiry of March 23rd (p. 584), and the notes by 
De. M. Haver and “ Aurist” (April 6th, p. 670), though never 
having had prostatic enlargement, I have noticed for at least 
forty years that putting my hands in cold water caused a desire 
to micturate; I have, however, never felt the palmar reflex 
mentioned. 


FaTAL LARYNGEAL OBSTRUCTION BY A FISH. 

Dr. N. A. Dyce SHARP (Nigeria) writes: A few ouge ago a native 
woman was catching fish in the river with a basket net, and 
while transferring the small fry from the net she put one 
between her lips, her hands being full. The fish apparently 
gave a jump, anda moment later the woman was seen to fall, 
struggling to get her breath. Her friends at once opened her 
mouth and endeavoured to remove the obstruction ; they failed, 
and after five minutes all her convu sive movements ceased. 
The body was at once brought to the mortuary, with a request 
for a necropsy; only afterwards did I discover that this was 
designed to determine whether she was a witch herself or 
whether she was bewitched, and here I failed! On removing 
the larynx and as much of the pharynx as possible, I found 
asmall fish, 33 in. long, wedged firmly down the trachea, with 
the snout lying transversely between the vocal cords. Minute 
spines on the dorsal surface and at the border of the gills effec- 
tually prevented its extraction upwards, and, indeed, the tail had 
already been pulled off by the victim’s friends. As the width of 
its head was about 23mm.and the breadth about 17 mm., the 
larynx was most completely and exactly occluded. This is well 
shown in the preserved specimen, which was fixed in an alco- 
holic solution of perchloride of mercury. A smaller or a larger 
fish could not have caused so complete au obstruction. 


MERITS OF ANTISEPTIC SURGERY. 
Dr. J. V. DuniGc (Brisbane) writes: I would like to suggest that 
the holders of the copyright of Lister’s Collected Papers should 
ublish them in a cheap and handy form in a single volume. 
he papers are as important a contribution to human thought 
aud achievement as the work of Harvey, Newton, Pasteur, and 
Einstein, and should be easily available. Compared with Lister's 
results ‘‘aseptic’’ surgery isa failure; it is the invention ofa 
German much inferior to Lister, and has become a very expen-, 
sive fetish. Lister could operate with complete confidence of 
success on acute aud chronic abscess, bones, joints, tuberculous 
abscess of bones, and compound comminuted fractures in & 
cowshed at the expense of a bottle of carbolic acid. Many young 
surgeons do not kuow these facts, aud it is time they had the 
information. 


VACANCIES. 

NOTIFICATIONS of offices vacant in universities, medical colleges, 
and of vacant resident and other appointments at hospitals, will 
be found at pages 54, 55, 56, 57, 60, 61, and 62 of our advertisement 
columns, and advertisements as to partnerships, assistantships, 
and locumteuencies at pages 58 and 59, : 

A short sun m wry of vacant posts notified in the advertisement. 
columns appears in the Supplement at page 9d. 
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During 
Convalescence 


‘Metatone’ 


A NEW AND UNUSUAL 
RECONSTRUCTIVE TONIC 


ETATONE’ is unique in that it contains 

an active extract of vitamin B in solution 

with nucleinic acid and the glycerophosphates 

of sodium, potassium, calcium, manganese and 

strychnine. These are combined in a palatable, 
clear, wine-red vehicle. 


‘Metatone’ may confidently be prescribed in 
cases of anzmia, malnutrition, convalescence 
from operations and debilitating diseases, and all 
run-down conditions generally. One to two 
teaspoonfuls after meals is the dose; as a stom- 
achic tonic it is better oo before meals. 


> 


Supplied in bottles of 8, 16 and 80 fl. ozs. A specimen 
and further particulars will be supplied on request. 


PARKE, DAVIS & COMPANY, ‘ 


50 Beak Street, 

LONDON, W.L. 

Neh 

Telephone : Regent 7801.' Telegrams : “Cascara, London.” 
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